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ABSTRACT 
 
Family structure may alleviate or exacerbate barriers to better health and health 
care among children of immigrants, whose families tend to be highly interdependent and 
reliant on family cohesion as a survival strategy to manage challenges associated with 
immigrant status, such as policy restrictions, legal status issues, and linguistic barriers. 
Despite evidence has shown that children in single- and cohabiting-parent families have 
worse health and access to health care, very little is known about whether and how family 
structure plays a role in health and health care among children of immigrants. As a result, 
it is also unknown whether the relationship between family structure and these outcomes 
varies by immigrant generation, a significant indicator of health and access to health care. 
To this end, this three-paper dissertation examines the role of family structure on 
health, health insurance coverage, and health care service utilization among children of 
immigrants in different immigrant generations. This dissertation found that second-
generation children of single parents are less likely to be in good health, and second-
generation children of cohabiting parents have higher risk of being overweight or obese, 
compared to children of U.S.-born married parents. Another finding is that first-
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generation children of single and cohabiting parents residing in 33 Medicaid/CHIP 
eligibility expansion states had the greatest gains in overall and public health insurance 
coverage through Medicaid/CHIP expansion compared to their counterpart children in 
non-expansion states. Also, this policy change was associated with improved overall 
health insurance coverage among second-generation children in single-parent families. 
Lastly, a notable finding of this dissertation is that children of immigrants with married 
parents had most advantage in utilizing routine dental and medical care over time despite 
their lower initial rates of care use, compared to children of U.S.-born married parents. 
Although first-generation children with single parents had lower initial status of dental 
checkups as well, their rates of change in care use did not significantly increased unlike 
their counterpart children with married parents. Taken together, these three papers offer 
insights into the relationship between family structure and health and access to health 
care among children of immigrants during the post-ACA era. The findings of this 
dissertation have practical meaning under the current political environment in which 
formerly established policies and programs to address health care inequality between 
children of immigrants and non-immigrants are being challenged and restructured.  
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INTRODUCTION 
Empirical research on children of immigrants (children with at least one foreign-
born parent) has demonstrated that familial, social, and institutional factors affect their 
health, health insurance coverage, and utilization of health care services. In this light, 
identifying key determinants of children’s wellbeing, which may alleviate or exacerbate 
barriers to better health and health care among children of immigrants may provide 
fundamental insights to developing health-promoting policy and interventions for 
children of immigrants. One such determinant is family structure, which could be 
especially consequential for children of immigrants, whose families tend to be highly 
interdependent and reliant on family cohesion as a survival strategy to manage challenges 
associated with immigrant status, such as policy restrictions, legal status issues, and 
linguistic barriers (Flores & Tomany-Korman, 2008; Landale, Thomas, & Van Hook, 
2011). Despite a great volume of evidence has shown that children in single- and 
cohabiting-parent families have worse health and access to health care, very little is 
known about whether and how family structure plays a role in health and health care 
among children of immigrants. As a result, it is also unknown whether the relationship 
between family structure and these outcomes varies by immigrant generation, which is a 
significant indicator of health and access to health care. 
To this end, based on assimilation theory (Alba & Nee, 2009), the behavioral 
model of utilization of health care service (Andersen, 1995), and perspectives on family 
structure and child outcomes (Thomson & McLanahan, 2012), this dissertation seeks to 
answer three research questions: (1) what are the joint effects of immigrant generation 
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and family structure on children's health outcomes, (2) what is the relationship between 
state policy variation in Medicaid/CHIP expansion and health insurance coverage among 
children of immigrants in cohabiting- and single-parent families, and (3) what are the 
longitudinal trajectories of routine care service use among children of different immigrant 
generations and family structures? 
Chapter I reviews the pertinent literature on health and health care on children of 
immigrants and on family structure as well as discusses the conceptual frameworks that 
guide this dissertation. Chapter II, III, and IV consist of three empirical papers. Lastly, 
Chapter V includes a conclusion that identifies specific implications for social work.  
  The first of the three empirical papers examines the associations between family 
structure among first- and second-generation children ages 0-17 and acute and chronic 
health outcomes. This analysis finds that second-generation children in single-parent 
families are less likely to be in good health, and second-generation children in 
cohabiting-parent families are more likely to have overweight/obesity condition 
compared to children of U.S.-born married parents. On the other hand, most children of 
immigrants across family structures fared better with respect to injuries, asthma, and 
cold/flu compared to children of U.S.-born married parents. 
 The second paper assesses the effects of state policy variation in Medicaid/CHIP 
expansion among children of immigrants in single- and cohabiting-parent families. 
Difference-in-difference-in-difference estimation suggests that first-generation children 
of single and cohabiting parents residing in eligibility expansion states had the greatest 
gains in overall and public health insurance coverage through Medicaid/CHIP expansion, 
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and the policy change had positive spillover effects on overall health insurance coverage 
among second-generation children in single-parent families. The study also finds that the 
policy change was significantly associated with improved general health and dental 
health among children of immigrants.   
 The final paper uses growth curve modeling to estimate longitudinal trajectories 
of routine medical and dental care service utilization among children of immigrants in 
married-, cohabiting-, and single-parent families. This paper finds that although first-
generation children of married parents had a lower initial rate of routine dental care use 
compared to children of U.S.-born married parents, their rates of dental checkups 
significantly increased while rates of routine dental care use among children of U.S.-born 
married parents decreased as children reached higher grades. Taken together, these three 
papers offer insights into the relationship between family structure and health and access 
to health care among children of immigrants during the post-ACA era.   
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CHAPTER I  
CHAPTER I consists of two parts: (I) a review of literature and (II) a review of 
theoretical frameworks. Part I reviews relevant literature and previous findings on 
children of immigrants and their health and health care. The discussion is followed by a 
review of literature on family structure and child wellbeing in relation to health and 
health care. Part II discusses assimilation models (Albe & Nee, 2009), perspectives on 
family structure and child outcomes (Thomson & McLanahan, 2012), and Andersen’s 
behavioral model (Andersen, 1995), as well as an integrated model that guides this 
dissertation.  
PART I:  LITERATURE REVIEW 
Children of Immigrants 
Socio-demographic background 
 According to 2010 Census data, as many as 40 million immigrants reside in the 
U.S., constituting 13% of the nation’s population (U.S. Census Bureau, 2017). The 
number of immigrants is projected to grow by 129% between 2005 and 2050 (Passel & 
Cohn, 2008; U.S. Census Bureau, 2017). Importantly, over 60% of the growth of the 
American child population since 1990 has been attributed to children of immigrants, who 
are defined as children with at least one foreign-born parent (Capps et al., 2005; Passel, 
2011). Children of immigrants currently represent one-quarter of all U.S. children and are 
expected to be one in three by 2050 (Passel & Cohn, 2008; U.S. Census Bureau, 2017). 
The majority of children of immigrants are second-generation children (93%) who were 
born in the U.S. with foreign-born parents (U.S. Census Bureau, 2017). 
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 Both the number and share of foreign-born immigrants have continuously grown 
since 1970 (U.S. Census Bureau, 2017).  Among them, migrants from Latin America and 
the Caribbean islands represent the largest subgroups (53.1%), followed by migrants 
from Asia (28.2%), Europe (12.1%), Africa (4.0%), Canada (2.0%), and Oceania (0.5%) 
(U.S. Census Bureau, 2012). Immigrant families tended to settle in the West, Northeast, 
and South, but less frequently in the Northwest, and Midwest (U.S. Census Bureau, 
2012). Nonetheless, a new trend shows an increasing immigrant population in almost 
every region in the U.S. (U.S. Census Bureau, 2012). 
Although the proportion of immigrants in the U.S. population has dramatically 
increased, the percentage of immigrants who have obtained U.S. citizenship has 
decreased since the 1980s (U.S. Census Bureau, 2010). Approximately 80% of 
immigrants who entered the U.S. before 1980 obtained citizenship; however, rates 
dropped to 63% among immigrants who entered just before 1990 and fell to 43% 
between 1990 and 1999, plummeting to 13.7% in 2000 (U.S. Census Bureau, 2010).  
Due to the dramatic increase in the share of immigrants and their children in the 
U.S., their family characteristics, such as socio-economic status (SES), have important 
implications for society. Immigrant parents are significantly less likely than U.S.-born 
parents to have completed the 9th grade or to have graduated from high school; 33% of 
immigrant parents lack a high school degree, a rate four times higher than for U.S.-born 
parents (Capps, 2005). A higher percentage of foreign-born parents are employed in the 
service, sales, construction, or production industries than U.S.-born parents (U.S. Census 
Bureau, 2011). Wages and employment also differ; while U.S.-born parents earned an 
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average of $18.00 dollars an hour in 2002, immigrant parents made $13.00 dollars an 
hour (Capps, 2005). Moreover, the unemployment rate is higher for immigrant women 
than U.S.-born women (U.S. Census Bureau, 2011). Consequently, children of immigrant 
families are likely to experience high levels of poverty. For example, 52% of children of 
immigrants over the age of five are in families with incomes below poverty (U.S. Census 
Bureau, 2013).   
Health among children of immigrants  
 Despite the rapid growth rates of children of immigrants in the U.S., the literature 
on health outcomes among children of immigrants is quite limited compared to that for 
children of U.S.-born parents.  Thus far, the mental and psychological health of children 
of immigrants have received the greatest attention. Studies focusing on physical health 
have demonstrated that children of immigrants tend to have poorer health with later 
generation. While racial differences exist (Singh, Yu, & Kogan, 2013), first-generation 
children (foreign-born children with foreign-born parents) are generally healthier than 
children of U.S.-born parents, with health for second-generation children falling in 
between those two (Gil, Wagner, & Vega, 2000; Gordon-Larsen, Harris, Ward, & 
Popkin, 2003; Perreira & Ornelas, 2011; Unger et al., 2004). According to previous 
research, first-generation children have the lowest rates of overweight and obesity and 
third-generation (often considered as children of U.S.-born parents) have the highest 
obesity rates (Unger et al., 2004). Also, U.S.-born Asian children are three times more 
likely to have asthma than foreign-born Asian children (Brugge et al., 2007). Within the 
Mexican immigrants, first-generation children have a lower prevalence of cold/flu and 
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pneumonia than children of U.S.-born parents (Burgos et al., 2004).  
 Although previous literature has established a linear relationship between health 
conditions and immigrant generation, some recent research has found exceptions in 
which second-generation children are sicker than children of U.S.-born parents. For 
example, Singh, Yu, and Kogan (2013) found that compared to children of U.S.-born 
parents, children of Hispanic and Asian immigrant parents reported higher rates of poor 
or fair health. Among Hispanic children alone, over twice as many second-generation 
children than third-generation children had poor or fair health (Singh et al., 2013). In 
another study, second-generation Hispanic children had a 55% higher chance of being 
obese than children of U.S.-born parents (Singh et al., 2009). These findings stand in 
contrast to the general pattern for children of immigrants established in other research. 
Although more research is required to fully understand these relatively poorer health 
outcomes among second-generation children, they warrant further inquiry because the 
majority of children of immigrants comprise of second-generation (U.S. Census Bureau, 
2017).    
 Meanwhile, researchers speculate that findings on health outcomes among 
children of immigrants could be confounded by lower rates of illness reporting, resulting 
in undetected illness caused by their limited access to health care and other barriers 
including legal status issues (Brugge et al., 2007; Burgos et al., 2005). For example, a 
qualitative study observed that some foreign-born Latino mothers did not seek medical 
attention for their child’s serious injuries due to a fear of deportation (Mull et al., 2001). 
Evidence also demonstrated that immigrant families’ legal barriers are strongly 
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associated with low levels of diagnosed asthma in children (Alker & Urrutia, 2007; 
Javier, Wise, & Mendoza, 2007).  As such, the possibility cannot be ruled out that 
children of immigrants may be less healthy than reported health statistics would indicate. 
In order to fully understand patterns of health outcomes among children of immigrants, it 
is crucial to examine various factors that influence immigrant families’ health care. Two 
such factors, health insurance coverage and utilization of health care services, are 
discussed below. 
Health insurance coverage and children of immigrants 
Health insurance coverage is critical to accessing needed health care services, 
which aids the pursuit of optimal health (American College of Physicians-American 
Society of Internal Medicine, 2000; Blewett, Johnson, & Mach, 2010; Institute of 
Medicine, 2001). However, federal and state policy efforts to reduce public benefits to 
immigrant children have resulted in disproportionately lower levels of health insurance 
coverage among children of immigrants than children of non-immigrants (Kenney, 
Haley, Anderson, & Lynch, 2015).   
The Personal Responsibility and Work Opportunity Reconciliation Act of 1996 
(PRWORA)  
 The PRWORA, also known as the 1996 welfare reform, restricted the provision of 
federally funded public health and social services to lawfully residing immigrant children 
for their first five years of residency in the U.S. (Graefe, Hasanali, De jong, & Galvan, 
2015). This ban included children with temporary residence, asylum status, and those 
without legal documents, who are primarily first-generation children (National 
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Immigration Law Center, 2015).  
 Because the majority of immigrant families live below 400% of the federal 
poverty level (FPL) (U.S. Census Bureau, 2013), restricting access to Medicaid and the 
Children’s Health Insurance Program (CHIP) created disparities in health insurance 
coverage and subsequent health care use between children of immigrants, especially 
between first-generation children and children of nonimmigrants (Balcazar et al., 2015; 
Graefe et al., 2015). Although some states (15 states and the District of Columbia) made 
efforts to insure immigrant children in the 5-year waiting period using state only fund, 
coverage varied across states dramatically, and benefits and eligibilities were more 
restrictive than Medicaid and CHIP (National Immigrant Law Center, 2015). 
The Children’s Health Insurance Program Reauthorization Act (CHIPRA)   
In an effort to increase insurance rates among children in low-income families, 
the 2009 Children’s Health Insurance Program Reauthorization Act (CHIPRA) allowed 
states to craft their own public health care delivery system with additional funding and 
incentives (Centers for Medicaid & Medicare, 2016). Importantly, as part of CHIPRA, 
the Immigrant Children’s Health Improvement Act granted states the ability to expand 
Medicaid/CHIP benefits to immigrant children in the 5-year waiting period through 
improved enrollment, renewal, outreach, and administration strategies (Centers for 
Medicaid & Medicare, 2016). Accordingly, after CHIPRA was enacted, 23 states 
including D.C. elected to provide Medicaid/CHIP benefits to the children in the 5-year 
waiting period (Graefe et al., 2015). As of July 2017, 33 states including D.C. provided 
program benefits to these children irrespective of duration of residency in the U.S., 
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whereas 18 states opted not to participate in the expansion (See Appendix 1 for the list of 
expansion and nonexpansion states) (Centers for Medicaid & Medicare, 2017). 
The state variation in Medicaid/CHIP benefits has produced geographic and 
temporal disparities in insurance coverage between immigrant families in participating 
and nonparticipating states. These variations are exacerbated as the immigrant population 
expands in states that have chosen to opt-out of the eligibility expansion (Artiga & 
Damico, 2017). Graefe and colleagues (2015) used the Survey of Income and Program 
Participation between 1996 and 2011 on 25 expansion states and demonstrated that the 
expansion of CHIP eligibility reduced disparities of overall access to health care between 
foreign-born and U.S.-born children. A notable study by Saloner and colleagues (2014) 
found that first-generation children in eligibility expansion states had significantly 
improved public health insurance coverage compared to first-generation children in non-
expansion states. Although more research is required, both studies concluded that the 
eligibility expansion in all states and the removal of the five-year residency ban likely 
reduced coverage disparities between nonimmigrant and immigrant children (Graefe et 
al., 2015; Saloner et al., 2014).   
The Patient Protection and Affordable Care Act (ACA)   
 The Patient Protection and Affordable Care Act (ACA) has greatly affected 
coverage of children of immigrants since being signed into law in 2010. This new health 
policy aimed to improve and expand Americans’ health insurance coverage (Center for 
Medicare & Medicaid Services, 2017). For example, recently published studies have 
shown that the ACA’s efforts to eliminate uninsurance have reduced coverage disparities 
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between children of immigrants and nonimmigrants. Between 2013 and 2014, about 
300,000 uninsured Hispanic children gained coverage, which resulted in a nearly 2-
percentage point decrease in the rate of uninsured children for this group, from 11.5% to 
9.7% (Schwartz & Brooks, 2016).  
However, the ACA made substantial cuts to the funding for safety net hospitals, 
such as free clinics and public hospitals, which first-generation noncitizens children often 
depend on (Huntress, 2014). The ACA also precluded undocumented children from 
obtaining insurance from the health insurance exchanges (Buettgens, Garrett, & Holahan, 
2010; Kenney & Huntress, 2012; Zuckerman, Waidmann, & Lawton, 2011). Recent 
research has also found that even legally present immigrant families are discouraged by 
the design of the marketplace system and application process created by the ACA, such 
as electronic verification of citizenship and immigration status (Schwartz & Brooks, 
2016). In addition, research suggests that eligible immigrant families can experience long 
waits to receive coverage and be erroneously denied during the first, and often the 
subsequent, enrollment period, resulting in lost coverage or uninsurance, which may 
explain the high rates of eligible but uninsured children of immigrants (Schwartz & 
Brooks, 2016).  
Utilization of routine care services and children of immigrants 
Due to a strong connection between insurance coverage and health care usage 
(Institute of Medicine, 2001), disproportionately low health insurance coverage leading to 
underutilization of health care services among children of immigrants poses an immense 
threat to their health (Guendelman, Angulo, Wier, & Oman, 2005). In particular, 
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preventive medical and dental care are critical in preventing the onset of life-threatening 
diseases and increasing future productivity (CDC, 2017). Although the largest body of 
research on health care use among children of immigrants is based on cross-sectional 
data, research during pre-ACA term reported that children of immigrants, especially first-
generation children, were less likely to have a consistent source of health care and have 
routine dental checkups than children of U.S.-born parents (Capps, 2005; Flores & 
Tomany-Korman, 2008).  
Despite the improved health care accessibility afforded by the ACA, some studies 
find that immigrant children still are at high risk of underutilizing routine medical care 
(Douangmala et al., 2012; Graefe et al., 2015). Vaughn and Jacquez (2012) documented 
that only half of the children of newly immigrated Latino parents had a regular source of 
medical care. As a result, 40% of the children in the study used the emergency room (ER)  
as a regular source of health care, and 71% of the children used ER at least once in the 
previous year for non-urgent cases, such as fever, nausea, or coughing (Vaughn & 
Jacquez, 2012). In regard to routine dental care, some research showed that almost two-
thirds of children with low-income Mexican-born mothers had their first dental checkup 
at the average age of three which is two years later than is recommended by dentists 
(Hoeft et al., 2011; Telleen et al., 2012). The delayed first dental visit occurred mostly 
because of the recommendation of the child’s pediatrician (Hoeft et al., 2011), which 
implies that underutilizing routine pediatric care may delay a child’s first dental visit.  
Although large disparities in routine care visits between children of immigrants 
and nonimmigrants have persisted even under the ACA, recent research has reported 
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increased rates of health care service use among children of immigrants. Using a large 
sample size (n=118,475), Yun et al. (2014) showed that dental care use among children 
of Latino immigrant mothers rose from 45.3% to 72.2%, from 49.3% to 68.9% among 
children of Asian immigrant mothers, and from 42% to 59.5% among children of African 
immigrant mothers between 2005 and 2010.   
In summary, although the ACA has been implemented since 2010, available 
research has focused on the Hispanic child population and most research has been based 
on cross-sectional data. Thus, there is a dire need for data that reflect the current status of 
health care utilization among children of immigrants and the long-term effects of the 
ACA and CHIPRA on children’s welfare over time. Though children of immigrants have 
gained access to health care under the ACA and CHIPRA, first-generation children still 
experience the greatest barriers to health insurance coverage; further, second-generation 
children fare better while still facing significant hurdles to access to care (Graefe et al., 
2015), which in turn can threaten health. In this light, identifying key determinants of 
health, which may alleviate or exacerbate barriers to better health and health care among 
children of immigrants, may provide fundamental insights to developing health-
promoting policy and intervention for children of immigrants.  
Family Structure 
  Family is a basic life unit in which children are cared for and socialize, and 
which is directly affected by family capital and environment. As such, the family 
structure of children of immigrants may have profound influences on their health and 
access to health care.  
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Health and family structure 
 Research has consistently demonstrated that family structure is an important 
predictor of children’s health. According to the reports on a wide range of health 
conditions based on the 2001-2007 National Health Interview Survey (NHIS), children in 
married-parent households have a lower risk of sustaining physical and mental health 
problems and emotional difficulties than children of cohabiting and single parents (CDC, 
2010). Children of single and cohabiting parents tend to have poorer physical and dental 
health, more chronic (asthma and allergies) and acute conditions (fever, injuries, and 
migraines), as well as mental and behavioral problems, such as depression and anxiety 
disorder than children of married parents (CDC, 2010; Heck & Parker, 2002; McConley 
et al., 2011; Ziol-Guest & Dunifon, 2014). Another study found that young children of 
single parents were up to 80% more likely to be overweight than children of married 
parents (Schmeer, 2012). According to the research with the Fragile Families and Child 
Wellbeing Study data, children of cohabiting parents have lower odds of being in good 
health than children of married parents (Bass & Warehime, 2011).  
Health insurance and utilization of health care services and family structure 
 The health insurance coverage of children living with single and cohabiting 
parents is significantly lower than that of children in married-parent households. 
According to data collected prior to the ACA, children in cohabiting- and single-parent 
families were disproportionately uninsured and far more likely to have public insurance, 
whereas children with married parents were more likely to have insurance coverage and 
private health insurance (Bass & Warehime, 2011; Bramlett & Blumberg, 2007; CDC, 
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2010). Coverage disparities have also been corroborated by research using post-ACA 
data (Peters, Simon, & Taber, 2014).  
 Health care disparities are most pronounced with respect to utilizing health care 
services. While children of married parents have a higher propensity of having routine 
medical and dental checkups, a usual source of care, and needed prescriptions, children of 
cohabiting and single parents fare considerably worse (Bass & Warehime, 2011; Gorman 
& Braverman, 2008; Kreuger, Jutte, Franzini, Elo, & Hayward, 2015). For instance, 
among children ages between 12 and 17, children of single and cohabiting parents were 
twice as likely to miss dental care as children of married parents (CDC, 2010). According 
to the data from the Medical Expenditure Panel Study Household Component and the 
National Survey of Children’s Health, children of single parents were less likely to visit 
physicians for asthma and have lower rates of using asthma medication compared to 
children of married parents (Chen & Escarce, 2006).  
Despite a great volume of evidence that has shown that children in single- and 
cohabiting-parent families have worse health and access to health care, very little is 
known about whether and how family structure plays a role in health and health care 
among children of immigrants in a short- or long-term. Moreover, it is unknown thus far 
whether the relationships vary by immigrant generation, which is a significant 
determinant of health and access to health care as previously discussed.  
Family and Children of Immigrants 
  While social science has long recognized the importance of family as the 
cornerstone of an individual and society (Bongaars, 2001), the literature has neglected the 
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role of family structure and its consequences among the immigrant population.  
Especially for immigrants, the family is a unit which defends the lives and well-being of 
their children in a host country (Landale et al., 2012). Hence, family structure is crucial to 
understanding immigrants’ economic and social progress and integration into mainstream 
culture (Landale et al., 2012) because structural constraints and conditions that 
immigrants confront may shape the outcomes of their children (Goldscheider, 2005).  
Many immigrants enter the U.S. as a unit of family with married parents and their 
children (U.S. Census Bureau, 2014), partially influenced by immigration policy which 
often admits immigrants based on their marriage and family status (Center for 
Immigration Studies, 2007). According to the U.S. Census Bureau (2014), a higher 
proportion of foreign-born immigrants are married (three-fifths) compared to U.S.-born 
families (less than half). However, recent data report that cohabiting- and single-parent 
families make up a large share of immigrant families (Landale et al., 2014). Currently, as 
many as 45% of children of immigrants reside in either cohabiting- or single-parent 
households (Landale et al., 2014).  
 The rising heterogeneity in family structure among immigrant families can 
partially be attributed to separate immigrations or deportation of family members (Dreby, 
2012; Hagan, Eschbach, & Rodriguez, 2008; Suarez-Orozco, Todorova, & Louie, 2002). 
Strikingly, one study reported that 85% of their sample of immigrant adolescents 
experienced family separation through the immigration process, and 28% of immigrant 
children experienced separation from their siblings (Suarez-Orozco et al., 2002).  
 While family separation affects mostly first-generation families, deportation 
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impacts second-generation families with U.S.-born children as well. A series of 
immigration laws to reinforce deportation of noncitizens has been enacted since the 
1990s, including the USA Patriot Act, which elevated administrative authority to deport 
immigrants for national security reasons (U.S. Department of Justice, 2002). Roughly 
704,000 immigrants were removed from the U.S. annually between 2000 and 2003, and 
202,842 immigrant individuals were deported in 2004 alone (U.S. Department of 
Homeland & Security, 2004). The majority of the deportees were from Mexico and 
Central America, and more than half of the deportees were removed for noncriminal 
reasons (U.S. Department of Homeland & Security, 2004).  
Importantly, many deportation cases occur among immigrant family members 
who had resided in the U.S. for a long period of time, which disrupts intact families and 
family ties (Hagan et al., 2008). According to a study that sampled 300 deportees in El 
Salvador, more than half of them had lived in the U.S. from five to more than 20 years, 
and a third of them had spouses and children in the U.S. (Hagan et al., 2008). Thus, their 
deportation likely created single-parent families in the U.S. Recently, a surge in 
immigration arrests influenced by the Trump administration’s immigration policy 
increased the number of immigrants seized in the interior of the country by 42% 
compared to the same time period in 2016 (Pew Research Center, 2018). As the new 
administration is also considering a plan to separate parents from children when families 
are caught entering the U.S. illegally (American Immigration Council, 2017), the 
dissolution of intact family units among immigrant families may further increase. 
  From a sociological perspective, the emergence of cohabiting- and single-parent 
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households among the immigrant population could be attributed to adaptation to the 
prevailing culture of the general U.S. population (Brandon, 2002). While proportionally 
more children of immigrants live with married parents than children of U.S.-born parents 
(Clark, Glick, & Bures, 2009), the likelihood of living in cohabiting- or single-parent 
households also increases with later generation (Brandon, 2002). A study showed that 
about 20% of first-generation children live in single-parent households while 30% of 
second-generation children do (Huang, Yu, & Ledsky, 2006). Another study showed that 
the rate of cohabitation grew among immigrant families as generation increased across all 
racial and ethnic groups (Brown, Van Hook, & Glick, 2008). 
 Although there is dearth of scholarship in this area, available research nonetheless 
provides some information about the relationship between family structure of immigrant 
families and SES. Thus far, two studies (Capps, 2005; Landale et al., 2011) have 
examined the joint effects of immigrant generation and family structure on poverty rates. 
Landale et al. (2011) showed that among immigrant family households, first-generation 
children with married parents had a higher poverty rate than second-generation children 
in single-parent households. Capps (2005) reported that children of immigrant single 
parents have higher poverty rates and lower incomes than children with U.S.-born 
married parents. Because different levels of SES help predict health outcomes and access 
to health care (Case, Lubotsky, & Paxson, 2001; Gorman & Braverman, 2008; Heck & 
Parker, 2002), these findings may suggest that the combined impact of both family 
structure and immigrant generation may heighten the health and health care 
vulnerabilities for children of immigrants in cohabiting- and single-parent households. 
 
 
 
20 
However, no data are available to support this speculation. 
  The lack of information on family structure hinders a complete and accurate 
understanding of health and health care patterns for children of immigrants, the group 
that has immense impact on the national health care system and society. Though 
neglected in the literature, this topic deserves special attention for immigrant families 
because family interdependence and cohesion are fundamental for child wellbeing as a 
survival strategy in response to challenges associated with immigrant status (Flores & 
Tomany-Korman, 2008; Guendelman et al., 2005), such as policy restrictions, legal status 
issues, poverty, language barriers, and unfamiliarity with the U.S. health care system, all 
of which could decrease their social function and welfare.  
In this regard, applying sociological and health care models could help explain 
and predict access to health care and health patterns among children of immigrants in a 
variety of household structures. In particular, these models may offer frameworks that 
identify specific challenges and facilitators that immigrant families in different family 
structures may experience in obtaining necessary health care and pursuing better health. 
These insights are necessary to create targeted and evidence-driven solutions for 
improving immigrant children’s wellbeing. To guide this dissertation, this dissertation 
employs models and frameworks focusing on assimilation (Alba & Nee, 2009), family 
structure and child outcomes (Thomson & McLanahan, 2012), and health care service 
utilization (Andersen, 1995). Through these lenses, this dissertation seeks to understand 
outcomes of health and access to health care among first- and second-generation children 
of immigrants in married-, cohabiting-, and single-parent families compared to their 
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counterparts of U.S.-born parents.  
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PART II. THEORETICAL FRAMEWORK 
Assimilation Models 
 Researchers have used assimilation and acculturation frameworks to develop 
insights about health, access to care, and utilization of health care services among 
children of immigrants. Acculturation is defined as the process of encountering a new 
host country and adapting to its cultural environment (Clark & Hofsess, 1998; 
LaFromboise, Coleman, & Gerton, 1993). Through the acculturation process, immigrants 
experience dramatic changes in their lives, which often influence changes in their norms, 
values, behaviors, and lifestyles (Berry, 1997; Berry, Kim, Minde, & Mok, 1987). These 
changes may positively or adversely impact them and their offspring. For example, 
experiencing linguistic and cultural barriers, unfamiliar living environments, alien social 
mores, and dissimilar lifestyles could be stressful life events for immigrants, generating 
problems which may decrease social function and competence within individuals and 
family units (Berry et al., 1987). So far, the literature that applied acculturation and 
assimilation models are heavily concentrated in mental and behavioral health. Yet, an 
increasing number of studies focusing on physical health and health care has applied 
acculturation and assimilation models to better understand patterns of health outcomes 
and health care among immigrants. 
Assimilation model (Alba & Nee, 2009) 
 The classical assimilation framework (Alba & Nee, 1997; Alba & Nee, 2009) is 
predominantly used by scholars who investigate assimilation effects on physical health. 
The framework depicts a linear (unidirectional) assimilation model, whereby as 
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immigrants encounter the host’s culture, they increasingly adopt and practice the host’s 
culture resulting in a loss of their mother culture and characteristics. Researchers 
speculate that immigrant children, particularly less acculturated foreign-born children, 
possess protective behavioral, familial, and social factors that contribute to better health 
than children of U.S.-born parents (Acevedo-Garcia & Bates, 2008). The phenomenon, 
often called the “immigrant health advantage”, is influenced by a number of protective 
factors common among immigrants (Acevedo-Garcia & Bates, 2008) and is attributed to 
better health for recent immigrant children relative to those with more exposure to the 
U.S. culture (Gil et al., 2000; Gordon-Larsen et al., 2003; Perreira & Ornelas, 2011; 
Unger et al., 2004). This immigrant health advantage persists under the adverse life 
conditions that foreign-born immigrant families often face, such as poverty and low 
levels of parental education (Burgos et al., 2004). Generally, the notion of selective 
migration suggests that immigrants tend to possess favorable cultural and behavioral 
characteristics that lead to better health outcomes (Rogler, 1994). However, the 
immigrant advantage evaporates over time and negative health outcomes emerge. As 
generations increase, children assimilate into American culture and acquire negative 
health behaviors, such as frequent fast food consumption, alcohol use, sedentary 
behaviors, and other risky practices (Gilet al., 2000; Gordon-Larsen et al., 2003; Perreira 
& Ornelas, 2011; Unger et al., 2004).  
Thus far, cross-sectional and longitudinal findings on physical health among 
children of immigrants have been aligned with the precepts of the linear assimilation 
model (Duboiwitz et al., 2008; Goel et al, 2004; Gordon-Larsen et al., 2003; Martin et al. 
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2007). These studies suggested that assimilation into U.S. culture may predict higher 
levels of health problems; therefore, low levels of acculturation to U.S. culture are 
considered to be a protective factor for health of children of immigrants (Duboiwitz et al., 
2008; Goel et al., 2004; Gordon-Larsen et al., 2003; Martin et al. 2007).    
Segmented assimilation (Portes & Zhou, 1993) 
The more recent emergence of complex acculturation models, such as segmented 
acculturation models, can be attributed to the dramatic growth of the immigrant 
population in the U.S. (Portes & Zhou, 1993). Segmented assimilation theory, proposed 
by Portes and Zhou (1993), emphasizes the role of human agency in directing patterns 
and rates of acculturation. This model suggests three acculturation patterns: a) voluntary, 
unidirectional assimilation to the white-middle class culture, b) assimilation to the 
underclass characterized by poverty, low levels of education, and an antagonistic attitude 
toward the middle-class culture, and c) selective acculturation, with the intention of 
maintaining of ethnic culture, characterized by rapid socio-economic progression (Zhou, 
1997). The theory further posits that immigrants with sufficient socio-economic resources 
and an attitude of social acceptance tend to possess upward social mobility and assimilate 
into the main host culture (Portes & Zhou, 1993). On the contrary, immigrants with fewer 
resources and social hostility (due to discrimination and prejudice) often encounter social 
obstacles, such as unemployment and poverty (Portes & Zhou, 1993). As a result, they 
are more likely to assimilate to the marginalized culture as a result, which is also referred 
as downward assimilation (Portes & Zhou, 1993).  
Aligning with this theory, Ra, Cho, and Hummer (2012) found that low parental 
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education was related to poor health outcomes for children of immigrants with increased 
acculturation in the U.S. In contrast, children of highly educated immigrants had better 
health and health behavior with increased acculturation (Ra et al., 2012). Van Hook and 
Balisteri (2007) scrutinized the role of SES and found that as generation increased, 
children of immigrants with low-income families had increased Body Mass Index (BMI) 
while children with high SES had decreased BMI, showing the mediating role of SES.  
However, there has been debate over the role of SES in immigrant children’s 
health. A study documented that regardless of SES levels, children of immigrants tend to 
be healthier than U.S.-born children (Schwebel, Brezausek, Ramey, & Ramey, 2005). 
Chang and Miller (2017) found a lower risk for injuries among first- and second-
generation children compared to children of U.S.-born parents in both high- and low-
income families when the sample was stratified by SES. Although findings have been 
mixed and further research is necessary, the segmented assimilation model has provided a 
wider scope of understanding for second-generation children’s health behavior and 
human agency among immigrants in the process of social and economic settlement in the 
U.S. 
Other frameworks: Perceptions of life events & discrimination 
 A limited volume of literature has investigated alternative pathways that may 
explain poorer health among children of immigrants in later generations. Schwartz and 
colleague (2011) argued that adverse life events may be registered differently by children 
with varying acculturation levels due to discrepancies in their life experiences, which 
leads to different health outcomes. For example, first-generation children might feel less 
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frustrated about prejudice and institutional barriers due to relatively more difficult 
conditions that they might have faced prior to or during immigration, whereas second-
generation children may perceive higher degrees of frustration with similar situations 
because they tend to experience less deprivation overall (Schwartz, Unger, Zamboanga, 
& Szapocznik, 2011). Thus, higher levels of stress among second-generation children 
may result in more adverse mental and physical health outcomes (Schwartz et al., 2011).     
 The concept of discrimination has also been considered a possible contributor to 
the varied health outcomes associated with different acculturation rates. Researchers 
speculate that the duration of exposure to discrimination as an immigrant may be 
reflected in negative health and health behaviors (Viruell-Fuenters, 2007). That is to say, 
the increasing risky behaviors (i.e., alcohol consumption and drug use) and deterioration 
of health observed as acculturation proceeds may reflect an accumulation of 
discrimination (Otiniano Verissimo, Grella, Amaro, & Gee, 2014; Unger, Schwartz, Huh, 
Soto, & Baezconde-Garbanati, 2014). In this view, longer residency in the U.S. 
represents a longer duration of time exposed to discrimination, which results in chronic 
health issues (Molina & Simon, 2013) and mental health problems (Araujo & Borrell, 
2006; Gee, Ryan, Laflamme, & Holt, 2006). This may explain the higher prevalence of 
certain health behaviors that lead to negative health outcomes among second-generation 
children compared to their foreign-born counterparts. Supporting this framework, Halim 
et al. (2012) found that immigrant mothers’ perceived discrimination with longer 
residency in the U.S. was associated with children’s poor health and increased numbers 
of hospital visits.  
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Acculturation stressors: Language barrier & unfamiliarity with the health care 
system 
In addition to health outcomes among immigrants, assimilation models also have 
been used in identifying protective and risk factors for immigrants’ access to care and 
utilization of health care services. Although immigrants’ access to health care is largely 
shaped by the health policy and health care system, adverse acculturation challenges, 
such as linguistic and cultural barriers and unfamiliarity with the U.S. health care system, 
have also been identified as closely associated with the use of health care services and 
insurance coverage (Perreira & Ornelas, 2011). To illustrate, as many as 59% of 
immigrants with young children have limited English proficiency (Capps, 2005), and one 
in ten foreign-born immigrants do not speak English at all (U.S. Census Bureau, 2015).  
However, medical documents are written in English in many health care settings, and 
many health care sites also lack direct access to interpreter services (Dhooper, 2003), 
which discourages applications for insurance coverage and use of available care services 
(Flores, 2005). For this reason, many immigrants continuously confront obstacles when 
navigating and utilizing health care even when they have insurance coverage (Alegria et 
al., 2006; Bustamante, Fang, Rizzo, & Ortega, 2009).  
Unfamiliarity with the U.S. health care system poses a further acculturation 
stressor that impedes immigrants’ access to care.  The complex U.S. health care system 
with various eligibility requirements and program benefits by federal, state, and local 
governments, as well as private sectors can be confusing and intimidating to immigrants 
(Bodenheimer & Grumbach, 2009; Dhooper, 2003). Evidence suggested that many 
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eligible U.S.-born children with foreign-born parents do not participate in public 
programs simply because their parents are either unfamiliar with the public programs or 
confused about the various levels of eligibility (Schwartz et al., 2016). Research based on 
the American Community Survey and the National Survey of Children’s Health between 
the pre-ACA and post-ACA periods showed that more than half of immigrant parents 
were unfamiliar with the programs, eligibility requirements, and/or paths to enroll other 
family members, the accumulation of which led to 34.4% of their eligible children being 
uninsured (Kenney et al., 2015).  
Family Structure and Child Outcome (Thomson & McLanahan, 2012) 
 In recent decades, sociologists have put effort into establishing the relationship 
between diverse family structures and child well-being. The association between 
cohabitation or single parenthood and child outcomes has received great attention in the 
past few decades, due to the increase of child birth outside of marital partnerships 
(Thomson & McLanahan, 2012). According to Thomson and McLanahan (2012), 
different levels of parental financial and human capital is a profound mechanism that 
produces differential child outcomes. This perspective on family structure and child 
outcomes, evolving from their previous literature (Thomson, Hanson, & McLanahan, 
1994), has been widely adopted by scholars in the fields of children and family as the 
foundation of children’s cognitive, psychological, and health outcomes (e.g., Bramlett & 
Blumberg, 2007; Miller & Chang, 2015; Nepomnyaschy & Donnelly, 2015). 
Financial security 
 Thomson and McLanahan (2012) suggest that due to a greater number of legally-
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established income earners, families with married parents generally have higher incomes 
and SES, which translates into higher standards of living and access to more 
opportunities supporting children’s positive outcomes.  On the contrary, because of the 
absence of a parent or the lack of a legally-established potential wage earner, single- and 
cohabiting-parent families tend to experience economic insecurity which relates to worse 
child outcomes than children of married parents (Thomson & McLanahan 2012). For 
instance, the literature shows that single parents tend to experience lower rates of college 
education (33% versus 55%), lower employment rates, and lower annual incomes 
compared to married parents (Heck & Parker, 2002; Spicher et al., 2012).  
The disparities of SES in different family arrangements deserve attention because 
SES may help predict health and health care outcomes among children in different family 
arrangements (Richardson et al., 2005). For instance, Moncrief et al. (2013) documented 
a significant increase in asthmatic severity when the household income fell below 
$60,000 dollars and the ratio of in-home child-adult ratio increased.  Other studies 
identified SES as a predictor of rates of routine medical and dental checkup and 
prescription insurance coverage among children in different family structures (Gorman & 
Braverman, 2008; Kreuger et al., 2015).  
Parenting 
 Parenting affects child outcomes through supervision, parental time, parent-child 
interaction, and parental well-being (Thomson & McLanahan, 2012). Family stress, 
quality of parenting, and availability of adult supervision especially influence child 
outcomes (Thomson & McLanahan, 2012), including children’s health and health care 
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outcomes (Morrongiello & Schell, 2010). According to previous research, the number of 
parents available in the household dictates the amount and quality of monitoring and 
managing children’s health and health care (Chen & Escarce, 2008). In this regard, single 
parents may experience reduced supervision time and higher parental stress compared to 
married parents, which can result in less time to monitor a child’s health, organize doctor 
visits, or encourage healthy behaviors (Chen & Escarce, 2008; Ziol-Guest & Dunifon, 
2014). Some single parents report difficulty with getting time off from work and a lack of 
childcare as reasons for not being able to attend scheduled clinic visits (Spicher et al., 
2012). 
Also, cohabiting-parent families may experience familial instability more often 
than married-parent families since the dissolution of cohabiting families is not 
uncommon due to repartnering or family transitions, which relate to adverse child well-
being (Bramlett & Mosher, 2002; Brown, 2000; Lichter, Qian, & Crowley, 2005; 
Manning & Brown, 2006). Hence, residential instability, unstable family environments, 
and fluctuation of parental involvement may cause familial stress which could make a 
less than desirable home environment for positive child outcomes (Beck, Cooper, 
McLanahan, & Brooks-Gunn, 2010; Nepomnyaschy & Donnelly, 2015). For instance, 
Thomson et al., (1994) found that lower degrees of parental support in cohabiting 
households, particularly from biological mothers’ partners, affected children’s behavioral 
and temperament outcomes.  
As highlighted earlier, a great volume of research has delved into identifying the 
role of family structure in children’s psychological, social, and health domains and has 
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produced rich knowledge in improving children’s wellbeing in the past decades. 
However, children of immigrants have been understudied and underrepresented in the 
scholarship on family structure. To date, little is known in regard to the relationship 
between family structure and health and health care among children of immigrants. Thus, 
research that endeavors to understand the mechanism of family structure among 
immigrant families connecting to health and health care outcomes would benefit from the 
insights provided by Thomson and McLanahan (2012) and expand and contribute to the 
scholarship of family structure.  
The Behavioral Model of Health Care Service Utilization (Andersen, 1995) 
  Models of access to health care may help identify the particular challenges and 
facilitators that immigrants encounter in obtaining access to necessary health care. In 
understanding and predicting how and why people use or underuse health care service, a 
great volume of research in the public health and medical fields has applied the 
behavioral model of health service utilization by Andersen (1995), a leading model 
employed to explain access to health care among the immigrant population (Akresh, 
2009; Aroian, Wu, & Tran, 2005; Johnson, Carroll, Fulda, Cardarelli, & Cardarelli, 2010; 
Miltiades & Wu, 2008; Siddiqi, Zuberi, & Nguyen, 2009). The conceptual framework of 
the behavioral model (Andersen, 1995) uses a systems perspective to integrate a range of 
environmental and individual variables associated with factors that influence access to 
health care and health.  
The model has evolved since the late 1960s and has undergone four phases of 
incremental revisions. The basic proposition included in Phase one of the model has 
 
 
 
32 
remained unchanged in that the interplay of predisposing, enabling, and need factors 
produce different levels of health care service usage. Predisposing factors reflect the 
individual’s predisposition to use services and include demographic (i.e., age, gender, 
race/ethnicity, and marital status) and social and structural characteristics (i.e., immigrant 
generation, employment status, and social class). Predisposing factors indicate greater 
propensity toward service utilization through their interaction with enabling and need 
factors (Andersen, 1995). Enabling factors represent individual and community resources 
or means that facilitate or hinder the use of care, such as family income, health insurance, 
accessibility and affordability of services, and regular sources of care. Andersen (1995) 
particularly emphasizes the substantial impact that enabling factors can have on the use 
of health care. Lastly, need factors refer to individuals’ need for care, including perceived 
or evaluated need for physical and mental health care, symptoms of illness, and specific 
conditions like low birth weight (Andersen, 1968). The majority of previous research on 
the immigrant population which has applied the behavioral model often used these basic 
three factors in identifying components that relate to health care use (Akresh, 2009; 
Aroian et al., 2005; Johnson et al., 2010; Miltiades & Wu, 2008; Siddiqi et al., 2009). 
Phase two of the model, initiated in the 1970s (Aday & Andersen, 1974), posited 
that external environmental factors, such as the health care system and policy reform, 
interact with the aforementioned three factors and yield different levels of health care 
service use. The revised model recognized the important influence of the characteristics 
of the health care system and health policy as a determinant of health care use as well as 
their changes over time. The role of environmental factor is a key policy issue, since 
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researchers and policymakers are often interested in understanding the influence of health 
policies on utilization of health care services. Phase three of the model, occurring during 
the 1980s through the 1990s, incorporated both evaluated and perceived health outcomes 
and personal health practices as a final product of the multifaceted interactions as well as 
a product of health care use (Andersen, Davidson, & Ganz, 1994). The final model, 
known as Phase four, applied feedback loops that capture a dynamic and recursive cycle 
of health care service utilization and subsequent health outcomes (Andersen, 1995), 
which suggests the importance of the examination of longitudinal patterns of health and 
health care in the contexts of the aforementioned factors. In summary of the evolution of 
the model, external environment factors (the health care system and policy reform) and 
the population characteristics (predisposing, enabling, and need factors) interact with one 
another and produce different levels of health care service use and subsequently influence 
health outcomes in a recursive cycle.  
The model had been criticized for paying an insufficient amount of attention to 
social and cultural contexts in relation to the utilization of care services and lacking 
conceptualizations to explain cultural and societal barriers for minority populations 
(Guendelman 1991; Portes, Kyle, & Eaton, 1992). However, it has been argued that 
contexts and interactions of social structure are included in the “predisposing factor” 
(Andersen, 1995). 
 Several studies have incorporated acculturation perspectives into the behavioral 
model and demonstrated the model’s fit for a better understanding of the immigrant 
population’s physical and mental health and health care use. Studies noted that the 
 
 
 
34 
application of the model benefits the literature by allowing a comprehensive 
understanding of acculturation associated with the health, health insurance coverage, and 
care use among the immigrant population through examination of various factors and 
their interactions (Honda, 2004; Johnson et al., 2010). For example, by using the 
behavioral model and acculturation models, Honda (2004) showed that foreign-born 
immigrant adults have lower odds of receiving physician advice on exercise compared to 
U.S.-born adults. By comparing cases between in the U.S. and Canada, Siddiqi, Zuberi, 
and Nguyen (2009) revealed that uninsured immigrants have substantially higher risk of 
having unmet medical needs compared to insured immigrants and insured non-
immigrants in the U.S. In addition, Wu, Penning, and Schimmele (2005) demonstrated a 
higher risk of having unmet health care access needs among immigrants compared to 
non-immigrants.  
Integrated Model  
Incorporating the findings of previous research and relevant literature discussed 
thus far, this dissertation synthesized an integrated model that is intended largely as a 
heuristic to help frame and guide the dissertation.  The model integrates the propositions 
of assimilation theories (Alba & Nee, 2009), perspectives on family structure and child 
outcomes (Thomson & McLanahan, 2012), and behavioral model (Andersen, 1995), as 
well as the findings of previous empirical research in order to understand health and 
access to health care among first- and second-generation children of immigrants in 
cohabiting- and single-parent families and guide this dissertation. This integrated model 
is summarized in Figure I-1.  
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The integrated model offers a conceptual framework suggesting that the outcomes 
of children’s health, health insurance coverage, and health care service utilization can 
vary depending on interactions among external environmental factors (health policy and 
health care system) and population characteristics including predisposing factors 
(immigrant status and family structure), enabling factors (financial security and 
parenting), and need factors (mental health status and parental health status) in a 
recursive cycle.  
Incorporating the literature review highlighted thus far, the integrated model 
proposes that in regard to health, due to assimilation to the culture of the general 
population and loss of immigrant health advantage compounded by lower levels of family 
resources, children of immigrants in cohabiting- and single-parent families may have 
worse health outcomes with later generation compared to their counterpart children in 
married-parent families. However, due to downward assimilation, second-generation 
children in single- or cohabiting- parent families may have worse health than children of 
U.S.-born married parents.  
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Figure I-1. The Integrated Model Using Assimilation Theory (Alba & Nee, 2009), Behavioral Model (Andersen, 1995), 
and Perspectives on Family Structure and Child Outcomes (Thomson & McLanahan, 2012)  
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In regard to health care, the integrated model suggests that due to higher levels of 
challenges associated with immigrant status with relatively reduced family capital 
embedded in cohabiting- and single-parent families, first-generation children in 
cohabiting- and single-parent families may have lower levels of positive child outcomes. 
Thus, they are the least likely to have health insurance coverage and subsequently 
underutilize routine care services. However, due to a higher level of health care 
vulnerabilities, first-generation children in cohabiting- and single-parent families may 
benefit the most from the policy intervention, such as eligibility expansion under 
CHIPRA. Meanwhile, second-generation children in single- and cohabiting-parent 
families may have a lower level of access to health care than married-parent families, 
while still having higher coverage rates and routine care visits than first-generation 
children for fewer challenges associated with their immigrant status. Therefore, they may 
indirectly benefit from the health policy intervention. These multifaceted interactions 
among the key factors - immigrant status and family structure - would produce varying 
health care outcomes in a recursive cycle in the context of predisposing, enabling, and 
need factors. 
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CHAPTER II 
Family structure and health outcomes among children of immigrants 
 
Introduction 
 The proportion of American children living with married parents has decreased 
tremendously, while single and cohabiting parent families have become more prominent 
(Bumpass & Lu, 2000; Kennedy & Bumpass, 2008). This change is attributed to 
increases in the number of partnerships involving out-of-wedlock births (Thomson & 
McLanahan, 2012). In 2013 alone, 41% of children were born to unmarried mothers 
(Martin, Hamilton, Osterman, Curtin, & Mathews, 2015).  
 Research has consistently pointed to adverse outcomes for children living with 
unmarried parents, including poor health. Based on evidence from both cross-sectional 
and longitudinal research, children of cohabiting and single parent family households 
have a higher prevalence of poor general health, asthma, obesity, and injuries, as well as 
mental and behavioral problems, compared to children in married parent households 
(Bass & Warehime, 2011; Bramlett & Blumberg, 2007; CDC, 2010; McConley, 2011; 
Moncrief et al., 2014; Richardson et al., 2005; Schmeer, 2012; Wen, 2008).  
 The poor child health outcomes related to family structure have important 
implications in regard to the health of vulnerable populations, such as children of 
immigrants. The association between family structure and children of immigrants 
deserves attention because children’s welfare and health may depend on their parents’ 
experiences with immigration and their status in society, the important role that 
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immigrant family plays in a host country, and the immigrant barriers (familial and 
institutional barriers), all of which could compound effects of family structure. Thus, 
diverse familial resources in different family structure may act as an important 
determinant of health of children of immigrants.  
 However, unlike well-documented health disparities by family structure among 
children of U.S.-born parents, there is only limited knowledge about the associations 
between family structures among immigrant families and children’s health. The lack of 
information is of concern because the current demographic shift in the U.S. has resulted 
in a large number of children of immigrants, and they represent one in four American 
children now and are expected to account for 34% of all American children by 2050 
(Capps et al., 2005; Passel & Cohn, 2008). Thus, their health conditions would shape the 
health status of the nation. 
Background 
 Family structure impacts children’s outcomes via different levels of parental 
human and financial resources (Thomson & McLanahan, 2012). Families with married 
parents generally have higher incomes and socioeconomic status (SES) (Sigle-Rushton & 
McLanahan, 2002; Thomas & Sawhill, 2005; Ziol-Guest & Dunifon, 2014), which 
translate into a higher standard of living and access to more opportunities for children’s 
development (Thomson, Hanson, & McLanahan, 1994). In contrast, cohabiting and 
single parent families are more likely to have financial disadvantage, greater parental 
stress, and unstable family environments which are associated with poor child outcomes 
(Thomson & McLanahan, 2012), including adverse health (Bass & Warehime, 2011; 
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Bramlett & Blumberg, 2007; CDC, 2010).  
 Although a greater share of children of immigrants reside in married parent family 
households than children of U.S.-born parents do, (Clark, Glick, & Bures, 2009), there is 
diversity among immigrant families. In particular, children tend to live in single or 
cohabiting parent family structures as immigrant generation increases (Brandon, 2002; 
Brown, Van Hook, & Glick, 2008). About 20% of 1st generation children (foreign-born 
children with foreign-born parents) live in single parent households, while 30% of 2nd 
generation children (U.S.-born children with foreign-born parents) do (Huang, Yu, & 
Ledsky, 2006). Currently, as many as 45% of children of immigrants reside in cohabiting 
or single parent family structure (Landale, Thomas, & Van Hook, 2011).  
 Immigrant generation is also an important determinant of health. The literature 
consistently documents that 1st generation children are generally healthier than children 
of U.S.-born parents (U.S.-born children with U.S.-born parents). This phenomenon is 
often ascribed to the so-called immigrant health advantage (Gordon-Larson et al., 2003), 
which is influenced by protective factors, such as low consumption of tobacco and 
alcohol and healthy nutrition intake (Perreira Ornelas, 2011; Schwebel, Brezusek, 
Ramey, & Ramey, 2005;). However, the advantage vanishes over time and negative 
health outcomes emerge, as children assimilate into the culture of general population and 
acquire less healthy behaviors, including frequent fast food and alcohol consumption 
(Gordon-Larsen, Harris, Ward, & Popkin, 2003; Unger et al., 2004). For instance, U.S.-
born Asian children were three times more likely to have asthma than 1st generation 
Asian children (Brugge et al., 2007), and more acculturated Hispanic children had a 
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greater likelihood of sustaining an injury than children with lower levels of acculturation 
(Vaughan et al., 2004).  
  At the same time, some research has noted that the immigrant health advantage 
does not extend to some health conditions among children of immigrants and that these 
children are in worse health than children of U.S.-born parents. According to Johnson and 
colleagues (2010), among Hispanics, less acculturated immigrants were three times more 
likely to be in poor health than more acculturated U.S.-born Hispanics. Singh, Yu, and 
Kogan (2013) found that compared to children of U.S.-born parents, children of Asian 
and Hispanic immigrant parents were three times more likely to have poor or fair health. 
Among Hispanic children, more than twice as many 2nd generation children as children of 
U.S.-born parents had poor or fair health (Singh, Yu, & Kogan, 2013). Also, Singh, 
Kogan, and Yu (2009) demonstrated that 2nd generation Hispanic children had a 55% 
higher chance of being obese, compared to children of U.S.-born parents. Although these 
findings deviate from the better health traditionally associated with immigrant children 
(Brugge et al., 2007; Gordon-Larson et al., 2003; Vaughan et al., 2004), they imply that 
2nd generation children’s health is at greater risk than had been previously suspected, and 
further investigation is required. Such health issues among 2nd generation children 
warrant special attention because acculturated 2nd generation families, in which the 
majority of children of immigrants are in, have worse health and are at further risk as 
they are more likely to live in cohabiting and single parent family types that are 
associated with poor health outcomes. 
 Family arrangements may be particularly important to immigrants because 
 
 
 
52 
immigrant families tend to be highly interdependent and rely on family cohesion as a 
response to acculturation challenges, such as linguistic and cultural barriers, low SES, 
legal status, limited access to resources, discrimination, and racism (Flores & Tomany-
Korman, 2008; Tseng, 2004). Yet, these challenges may be counterbalanced for children 
to some degree by benefits associated with their family structure that has full familial 
resources, such as a married parent family. For the same reason, family structures that 
accompany financial and human capital disadvantages might have substantial impact on 
children’s outcomes and health in particular (Suarez-Orozco et al., 2002).   
  Thus far, only two studies (Capps, 2005; Landale et al., 2011) have examined the 
family structure in households with children of immigrants, and both examined poverty 
rates. Landale et al. (2011) showed that among immigrant family households, 1st 
generation children of married parents had a higher poverty rate than 2nd generation 
children of single parents. Capps (2005) found that children of immigrant single parents 
have a higher poverty rate compared to children of U.S.-born married parents. Since 
different SES levels help predict health outcomes as an important mediator (Case, 
Lubotsky, & Paxson, 2001; Gorman & Braverman, 2008; Heck & Parker, 2002), these 
findings may suggest that the combined impact of both family structure and immigrant 
generation heighten the health vulnerabilities of children of immigrants in such 
households. However, no data are available to support this hypothesis.  
 In predicting and explaining healthcare usage and ultimately health outcomes in 
association with various factors embedded in immigrants and their contexts and 
environments, a growing body of research has applied the behavioral model by Andersen 
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(1995) (Akresh, 2009; Aroian, Wu, & Tran, 2005; Johnson, Carroll, Fulda, Cardarelli, & 
Cardarelli, 2010; Miltiades & Wu, 2008; Siddiqi, Zuberi, & Nguyen, 2009). Evolved 
since 1960s, the revised model predicts health outcomes as a product of independent 
contributors or the interplay among predisposing factors (demographic characteristics, 
such as age, marital status), enabling factors (resources enabling the use of care, such as 
SES, immigrant status, health insurance), need factors (individuals’ need for care, such as 
mental health status), and the use of healthcare services (Andersen, 1995). Based on the 
model, the combination of family structure and immigrant generation may enable or 
disable personal and social resources, which influence perceived healthcare service need, 
subsequent use, and ultimately health, with more enabling resources increasing the 
likelihood of having better health. Thus, the model illustrates an explanatory process 
where acculturation and resource disparities among diverse family structures influence 
children’s health outcomes (Andersen, 1995).    
 Based on this review of previous empirical evidence and theoretical work (Alba & 
Nee, 2009; Andersen, 1995; Thomson & McLanahan, 2012), this study investigates the 
health outcomes of children of single and cohabiting parents among 1st and 2nd generation 
families by posing the following research question: what are the associations between 
family structure and immigrant generation and children’s health? Specifically, the aims of 
this study are to estimate the risk for poor health status and chronic (asthma and 
overweight/obesity) and acute (upper respiratory infection and injuries) diseases by 
various immigrant generation–family structure children groups. 
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Method 
Data 
This study employed data from the National Health Interview Survey (NHIS), a 
continuous cross-sectional and nationally representative health survey conducted by the 
National Center for Health Statistics. Each year, the NHIS collected data about 75,000-
100,000 individuals from 35,000-40,000 households. In each year, one child per family 
was randomly selected as a sample child, and knowledgeable adult family members 
provided information about the child. This study took advantage of the NHIS data for its 
abundant measures of children’s health conditions and a large number of immigrants. 
Data between 2010 and 2014 were utilized to examine children’s health outcomes in the 
period following the implementation of the Affordable Care Act. Of 63,642 sample 
children included in the NHIS between 2010 and 2014 data, the 61,440 children ages 0-
17 who had at least one parent were retained for these analyses. The final sample for the 
present study contained 55,152 children whose information for all measures were 
available for the analyses. Because the NHIS collected weight and height measures of 
children ages 12-17 only and parental BMI scores were available for those who were 
selected as sample adults for the survey, analyses for the overweight/obesity outcome 
(described below) were based on a sub-sample of 11,377 children. 
Measures 
Independent variables. Given the relevant review of previous research and 
theory, the primary independent variables of interest for this study are immigrant 
generation and family structure. This study first delineated children by immigrant 
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generations focusing on the nativity of children and parents, using a conventional 
approach (e.g., Harker, 2001) to define different immigrant generations (children of U.S.-
born parents, 2nd generation children, and 1st generation children).  Children in each of 
these groups were then further classified into three family structures (married, cohabiting, 
and single parent families), an approach emphasizing marital and residential status in 
categorizing family structure, which has been adopted by previous studies (e.g., Berger, 
2004; Bzosetek & Beck, 2011). The end result of this process was a categorical variable 
with nine immigrant generation-family structure categories. Children of U.S.-born 
married parents served as a reference group for all analyses described below.  
Dependent variable. This study focused on children’s general health status, 
chronic illnesses (asthma and overweight/obesity), and acute illnesses (injuries and 
respiratory diseases) for health outcomes. 
Excellent or very good health. Parent respondents were asked whether the child’s 
health was excellent, very good, good, fair, or poor. This variable was dichotomized into 
those reporting 1=good/very good/excellent health versus those reporting 0=fair/poor 
health 
Chronic illnesses. This study focused on two of the most common chronic 
illnesses among children: asthma and overweight/obesity (CDC, 2013, 2016a). The 
presence and absence of asthma in a child was measured with an indicator variable. The 
variable was constructed by combining responses from the questions: whether a child was 
ever told that he or she had asthma and still has asthma, whether a child visited ER for 
asthma in the past 12 months, and whether a child had asthma attack/episode in the past 
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12 months. Any affirmative response to these questions was coded as “1” and “0” 
otherwise. Obesity/overweight was measured using a measure of body mass index (BMI; 
kg/m2) constructed by the NHIS. Children whose BMI percentile is 85% or greater were 
identified as overweight or obese according to age- and gender- specific cutoffs by the 
Centers for Disease Control and Prevention (CDC) (Kuzcmarski et al., 2002). As noted 
above, this outcome was only measured for children aged 12-17 years. 
Acute illnesses. Injury prevalence, which is the leading cause of child mortality 
(CDC, 2012), was assessed using a dichotomous variable based on parents’ reports of 
whether a child had an injury that limited activity or resulted in medical attention in the 
previous three months (1=yes, 0=no). Also, the most common type of acute illness in 
childhood, cold or flu (CDC, 2016b) was assessed using a dichotomous variable to 
indicate whether a child had a cold or flu in the previous two weeks “1” or had not “0.”  
Covariates.  Consistent with Andersen’s (1995) behavioral model, the present 
study controlled for predisposing, enabling, and need factors, as well as the use of 
healthcare services that may confound associations between the independent variable and 
health outcomes. Predisposing factors considered as control variables included: the 
child’s race/ethnicity, age, gender, birthweight, parent’s age, parental education level, and 
the number of children and adults in the household. Enabling factors included family 
income, adjusted for inflation in 2014 constant dollars. Because of high rates of non-
response for the income questions in the survey, the NHIS imputed five copies of the 
income variable using multiple imputation (CDC, 2015).  Thus, all analyses were 
conducted using the imputed income variables using PROC MIANALYZE routine in 
 
 
 
57 
SAS version 9.4. In addition, parental employment status, citizenship of parents and 
children, and a child’s regular source of health care and health insurance coverage were 
included as enabling factors. Need factors included indicators of parental health status. 
Utilization of healthcare services was measured by assessing whether a child had routine 
care checkup in the past 12 months. For the overweight/obesity outcome analysis, 
parental BMI was included as a need factor as well. This study controlled for survey year. 
Analysis  
We pooled observations across all available waves. First, the descriptive 
characteristics were examined on the full sample and by immigrant generation (See Table 
1).  This study employed logistic multivariate model to estimate the association between 
immigrant status and family structure and the child health outcome described above after 
controlling for the aforementioned factors (Allison, 2012). We created five datasets with 
five imputed family income variables in the NHIS dataset. Then, regression estimates 
were obtained using the PROC SURVEYLOGISTIC command in SAS which accounts 
for the multi-staged sampling design of the NHIS and the PROC MIANALYZE 
command to get one estimate per outcome variable derived from the aforementioned five 
datasets with multiply imputed family income variables. The sample weight for the 
aggregated multiyear data was calculated as the mean of the 5 years’ weights. 
Multicollinearity testing was performed to check collinearity among predictors. This 
study employed the SAS statistical software package for all analyses. 
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Results 
Table II-1 presents the demographic characteristics of sample children by 
immigrant generation. The pattern of results indicates that children of immigrants are 
more likely to live in married parent households compared to children of U.S.-born 
parents. However, as generation increases, children of immigrants residing in cohabiting 
and single parent families increased.  
In Table II-2, we present our findings from analyses on children’s general health 
status, after controlling for all covariates. The results showed that compared to children 
of U.S.-born married parents, 2nd generation children of single parents had 25% lower 
odds of having good/very good/excellent health status (OR=0.753, CI=0.621-0.913, 
p<0.01). Also, 2nd generation children of married parents had 12% lower risk of having 
good/very good/excellent health (OR=0.874, CI=0.766-0.998, p<0.05) compared to 
children of U.S.-born married parents.  Consistent with the literature, children of U.S.-
born single parents had 19% lower odds of having good/very good/excellent health status 
compared to children of U.S.-born married parent households (OR=0.802, CI=0.723-
0.890, p<0.001). Family structure was not significantly associated with general health for 
1st generation children of immigrants.  
Table II-3 illustrates the results from analyses examining children’s 
overweight/obesity, cold/flu, asthma, and injury outcomes again accounting for all 
control variables. The Table highlights only main results; full results are available upon 
request. With respect to chronic disease, 2nd generation children of cohabiting parents had 
75% higher odds of being overweight or obese (OR=1.752, CI=1.038-2.958, p<0.05) 
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compared to children of U.S.-born married parents. As with general health status, family 
structure was not associated with overweight or obesity among 1st generation children. 
The results for asthma showed significantly lower risk among children of immigrants. 
Second generation children of married parents had 30% lower risk of having asthma 
(OR=0.696, CI=0.600-0.808, p<0.001), compared to children of U.S.-born married 
parents. Among those in the 1st generation, children in all family structures had 
significantly lower prevalence of having asthma, compared to the reference group 
children (married parents: OR=0.244, CI=0.133-0.449, p<0.001; cohabiting parents: 
OR=0.001, CI=0.001-0.001, p<0.001; single parents: OR=0.239, CI=0.086-0.659, 
p<0.01). Consistent with previous studies (Moncrief et al., 2013), children of U.S.-born 
single parent families had higher odds of having asthma (OR=1.201, CI=1.082-1.334, 
p<0.01), compared to children of U.S.-born married parent families. 
In regard to acute illnesses, 2nd generation children of single parents had 50% 
lower odds of sustaining an injury compared to children of U.S.-born married parent 
households (OR=0.504, CI=0.310-0.819, p<0.01). For cold/flu conditions, 2nd generation 
children of married parents had 16% lower risk of having cold or flu, compared to 
children of U.S.-born married parents (OR=0.843, CI=0.757-0.940, p<0.01). Family 
structure among 1st generation children was not significantly associated with injuries or 
respiratory infection. Consistent with previous research (Schnitzer & Ewigman, 2008), 
children of U.S.-born cohabiting parent families had higher risk of sustaining an injury 
(OR=1.349, CI=1.010-1.803, p<.05) than children of U.S.-born married parent families. 
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Discussion 
This study was the first to estimate the health impact of family structure 
disparities and immigrant generation using a nationally representative sample of children.  
This study demonstrated that children of immigrants are increasingly subject to 
cohabiting and single parenthood with each successive generation of immigrants, which 
is consistent with previous studies (Capps, 2005; Landale et al., 2011).  
The overall patterns in the results showed that children of immigrants in 
unmarried parent families tend to have poor outcomes for health measures that were 
evaluated and reported by parents (i.e., general health status and overweight/obesity) 
which did not require a visit to healthcare professional for detection of illness. On the 
other hand, the children did better on health indicators that commonly require a diagnosis 
by physicians (i.e., injuries, asthma, and cold/flu). 
The study found that 2nd generation children of single parents are less likely to be 
in good health, and 2nd generation children of cohabiting parents have higher risk of 
being overweight/obese, compared to children of U.S.-born married parents after 
controlling for multiple covariates, including family SES, access to healthcare, and 
citizenship. The finding suggests that family structure among immigrant families matters 
for children’s health, and it identifies 2nd generation children in cohabiting and single 
parent family structures as a group that is at higher risk for negative health outcomes.  
The finding may reflect that children in more acculturated single or cohabiting 
households have worse health.  With higher acculturation level, 2nd generation children 
are more exposed to less healthy behaviors, such as sedentary behaviors and substance 
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abuse, and less likely to play outside and consume healthy food, such as vegetables, 
fruits, and grain compared to 1st generation children (Gordon-Larsen et al., 2003; Martin 
et al., 2015; Mull et al., 2001; Park et al., 1994), which increases risk of being overweight 
and in poor health (Unger et al., 2004). In addition, researchers have argued that the 
deterioration of health and the incline of risky behaviors increasingly observed with 
acculturation may reflect an accumulation of discrimination that an immigrant was 
exposed to (Otiniano Verissimo, Grella, Amaro, & Gee, 2014; Unger, Schwartz, Huh, 
Soto, & Baezconde-Garbanati, 2014; Viruell-Fuentes, 2007). That is to say, the longer 
the duration of time in the U.S. may indicate the longer duration of time exposed to 
discrimination, which results in a higher prevalence of physical and mental health 
problems (Araújo & Borrell, 2006; Gee, Ryan, Laflamme, & Holt, 2006; Molina & 
Simon, 2014), among U.S.-born immigrant descendant groups compared to their foreign-
born or U.S.-born children counterparts. 
Other research has speculated that adverse events may be registered differently by 
children with varying acculturation levels due to their discrepancies in life experiences, 
which affects health outcomes (Schwartz, Unger, Zamboanga, & Szapocznik, 2010).  For 
example, 1st generation children might feel less frustrated about prejudice and 
institutional barriers due to relatively more difficult conditions that they might have faced 
prior to immigration, whereas 2nd generation children may perceive higher degrees of 
frustration with similar challenges as they tend to experience less deprivation overall 
(Schwartz et al., 2011). Thus, higher levels of stress among 2nd generation children may 
result in more adverse psychological and physical health outcomes than 1st generation 
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(Schwartz et al., 2011).     
In conjunction with the acculturation and immigrant challenges highlighted 
above, children of single and cohabiting parents among 2nd generation may experience 
further challenges that exacerbate health condition. While immigrant families lack social 
and family networks due to migration, research has shown that more acculturated 
immigrant families are less likely to have strong family cohesion and kin and social 
support which could translate into help with parenting than less acculturated families 
(Almeida et al., 2009; Koinis-Mitchell et al., 2011; Mull et al., 2001) who tend to live in 
areas that are largely inhabited by immigrants (Mull et al., 2001; Osypuk et al., 2009). 
Thus, with less parenting support than 1st generation and U.S.-born families, a 2nd 
generation unmarried parent may have less time to cook healthy foods, opportunities for 
outdoor activities, or quality parental time to manage health risk behaviors (Bramlett & 
Blumberg, 2007; Gordon-Larsen et al., 2003) than their counterpart 1st generation and 
U.S.-born parents. For the same reason, more stress from parenting may impair parenting 
quality that may cause lower levels of leisure activity and more sedentary behaviors, 
resulting in higher risk for overweight or obesity among children of 2nd generation 
unmarried parents (McConley et al., 2011).   
In contrast to the results in the general health status and the overweight/obesity 
condition, a more traditional immigrant health pattern (Brugge et al., 2007; Vaughan et 
al., 2004) emerged with respect to asthma, injury, and respiratory disease outcomes. The 
results may indicate a strong influence of immigrant health effects particularly on asthma, 
respiratory illness, and injury outcomes which persevere under adverse life conditions, 
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such as poverty and low levels of parental education that immigrant families are often 
embedded in (Burgos et al., 2004). Also, immigrants, particularly foreign-born, are a 
group of people who willingly move to a different country taking risks that help them be 
healthier and do better than natives (Portes & Rumbaut, 2001), which could help them 
overrule family structure differences and socio-demographic hindrances rooted in 
nonmarital family types. 
On the other hand, as previous studies noted (Schwebel et al, 2005), the findings 
may reflect the fact that immigrant parents with linguistic barriers, no health insurance 
coverage, low SES, legal status issues, or fear of public charges may avoid healthcare 
service use and interactions with the healthcare system, which often result in 
underreporting of children’s illnesses that may bias illness rates downward. For example, 
a qualitative study observed that some foreign-born Latino mothers did not take their 
child for serious injuries due to fear of authorities that may lead to child abuse 
investigation, removal of their child, or deportation of parents (Mull et al., 2001). 
Evidence showed the strong associations between immigrant families’ legal barriers and 
low levels of children’s diagnosed asthma (Alker & Urrutia, 2007) as well as between 
immigrant status and low report of an ED visit for children’s asthma (Javier, Wise, & 
Mendoza, 2007).  
Meanwhile, respiratory disease is a common reason for physician visits, and many 
family seek physician advice for the treatment (Lee, Friedman, Ross-Degnan, Hibberd, & 
Goldmann, 2003), but some evidence demonstrates that a substantial proportion of 
immigrants with healthcare access barriers and limited health literacy obtained antibiotics 
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for cold/flu directly from pharmacists, local stores, or from sources outside the U.S. 
rather than through a physician prescription and use leftover medication from friends and 
family members (Casner & Guerra, 1992; Dunn-Navara, Stockwell, Meyer, & Larson, 
2012; McKee, Mills, & Arch, 1999). Although the small amount of literature on 
respiratory disease among children of immigrants limits an accurate understanding, 
immigrants’ illegal purchase of antibiotics and self-medication for cold/flu may affect 
how they respond to survey questions by interviewers. Additional research is required to 
help further understand the underlying contexts of the low reports of cold/flu among 
children of immigrants. 
 As discussed, the positive (i.e., injuries, asthma, and cold/flu) and negative (i.e., 
general health status, overweight/obesity) health patterns emerged in the overall findings, 
depending on whether or not the illness requires a professional diagnosis, may 
corroborate the speculation that fewer visits to healthcare providers lead to fewer 
diagnoses, which make children of immigrants appear to be healthier than they actually 
are in health reports (Alker & Urrutia, 2007). This may in part explain the contradictory 
findings among health indicators in the sample. Even so, further research should 
investigate why lower risk for adverse outcomes emerged among children of immigrants 
uniquely in asthma, injuries, and respiratory disease while there was a higher risk for 
overweight/obesity and poor general health status.  
 This study is not without limitations. It is possible that the small sample of 
children of cohabiting and single parents among 1st generation families might not have 
yielded sufficient statistical power to detect a true difference among health outcomes. 
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Indeed, the small sample size for 1st generation children of cohabiting parents is likely 
responsible for very low odds ratio for the asthma outcomes, compared to children of 
U.S.-born married parent families. However, the results appear to be generally consistent 
with previous research (Brugge et al., 2007; Vaughan et al., 2004), which bolster this 
study’s main interpretation of the findings. Lastly, there could be unobserved factors due 
to a lack of data that might account for the immigrant generation – family structure 
differences in health indicators, such as dietary patterns, access to recreational facilities, 
parental transportation means, and cultural differences in defining illnesses. Lastly, 
interpretation of results should be done with caution since there might be the 
aforementioned differential reporting of children’s illnesses based on immigrant status 
and family structure, which could bias the estimation of outcomes. 
Implication  
 This study identified family structure as a significant health and disease 
determinant for children of immigrants. The findings on a wide range of health indicators 
could serve as the benchmark for setting up national health objectives for different 
immigrant groups, monitoring their health over time and informing policy. In-depth 
research should further investigate the familial, social, and institutional factors and 
cultural disparities that may make 2nd generation children in single and cohabiting parent 
family structures vulnerable to adverse health conditions. Future research should 
investigate longitudinal patterns of a wide range of health outcomes among children of 
immigrants by family arrangement to better identify a causal relationship.  
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Table II-1.  Descriptive Analysis for the Full Sample and by Immigrant Generation 
Variables Range Full Sample  U.S.-born 
parents 
2nd 
Generation 
1st 
Generation 
  (N=55,152)  n=38,329 n=14,711 n=2,112 
  Mean & (SD) 
Family structure       
     Married 0-1 .647  .595 .758 .826 
     Cohabiting 0-1 .083  .088 .077 .033 
     Single 0-1 .270  .317 .165 .141 
       
Child’s race       
     White, non-Hispanic 0-1 .462  .609 .130 .097 
     Black, non-Hispanic 0-1 .142  .175 .067 .077 
     Hispanic 0-1 .291  .151 .621 .535 
     Asian, non-Hispanic 0-1 .056  .011 .144 .277 
     Other 0-1 .049  .054 .039 .015 
Child is male 0-1 .513  .513 .514 .519 
Parent(s) is employed 0-1 .654  .690 .582 .515 
Parent’s education       
     College graduate or higher 0-1 .342  .359 .293 .371 
     Some college 0-1 .320  .368 .219 .157 
     High school graduate 0-1 .202  .202 .206 .184 
     Less than high school 0-1 .136  .071 .282 .288 
Parent’s general health       
     Excellent 0-1 .325  .328 .316 .336 
     Very good 0-1 .325  .336 .302 .272 
     Good 0-1 .260  .244 .297 .304 
     Fair 0-1 .075  .076 .075 .078 
     Poor 0-1 .014  .016 .010 .011 
Child’s health insurance type       
     Private 0-1 .527  .585 .406 .309 
     Public 0-1 .391  .358 .479 .384 
     No coverage 0-1 .082  .058 .115 .308 
Child had a routine checkup in 
the 12 months 
0-1 .811  .826 .796 .652 
Child has a regular source of 
care 
0-1 .962  .972 .953 .831 
Parent is overweight/obesity 0-1 (n=11,377)  (n=5,063) (n=306) (n=2,829) 
  .697  .701 .677 .710 
Child is US citizen 0-1 .971  1.000 1.000 .251 
Parent is US citizen 0-1 .837  1.000 1.000 .193 
Child’s age (in years) 0-17 8.39 
(5.34) 
 8.43 
(5.37) 
7.85 
(5.22) 
11.55 
(4.52) 
Parent’s age (in years) 17-80 36.95 
(8.50) 
 36.70 
(8.69) 
37.29 
(8.07) 
39.11 
(7.49) 
Number of adults in HH 1-12 2.10 
(0.84) 
 2.01 
(0.77) 
2.33 
(0.94) 
2.34 
(0.94) 
Number of children in HH 1-11 1.92  1.88 2.03 1.92 
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(1.00) (0.98) (1.04) (1.02) 
Birth weight (in grams) 500.0-
5485.0 
3,287.5 
(622.4) 
 3,296.6 
(619.3) 
3,285.5 
(618.8) 
3,136.1 
(681.7) 
Family income (in dollars) 0-209,534 67,563 
(53,246) 
 71,101 
(53,881) 
60,876 
(51,422) 
49,129 
(45,327) 
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Table II-2. General Health Status - Odds Ratios and Confidence Intervals from the 
Logistic Regression Models on Pooled Sample (N=55,152)  
 
 OR (95% CI) 
Immigrant Generation – Family Structure    
U.S.-born married parents†    
     U.S.-born cohabiting parents 0.977 0.843 1.132 
     U.S.-born single parents 0.802*** 0.723 0.890 
     2nd generation married parents 0.874* 0.766 0.998 
     2nd generation cohabiting parents 0.942 0.747 1.188 
     2nd generation single parents 0.753** 0.621 0.913 
     1st generation married parents 1.181 0.839 1.663 
     1st generation cohabiting parents 1.319 0.556 3.127 
     1st generation single parents 1.470 0.891 2.425 
Child is white†    
     Black 0.780*** 0.701 0.867 
     Hispanic  0.809** 0.724 0.905 
     Asian  0.644*** 0.528 0.786 
     Other  1.055 0.871 1.278 
Child is male†    
     Female  0.864*** 0.808 0.923 
Child’s age 0.974*** 0.966 0.981 
Child’s birth weight (in grams) 1.000*** 1.000 1.000 
Child is US citizen†    
     Not US citizen  1.307 0.899 1.902 
Parent’s age (in years)  1.009** 1.003 1.015 
Parent has college degree†    
     Less than high school  0.690*** 0.603 0.790 
     High school diploma  0.750*** 0.666 0.846 
     Some college  0.875* 0.781 0.981 
Family income (in dollars) 1.000 1.000 1.000 
Parent’s health is excellent†    
     Very good  0.551*** 0.477 0.637 
     Good  0.046*** 0.040 0.053 
     Fair  0.045*** 0.039 0.053 
     Poor  0.047*** 0.038 0.058 
Working currently†    
     Not working   1.112** 1.028 1.204 
Parent is US citizen†    
     Not US citizen  1.045 0.921 1.185 
Number of adults 0.893*** 0.852 0.936 
Number of children 0.947** 0.917 0.978 
Child has a private health insurance†    
     Has a public health insurance  0.927 0.842 1.021 
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     Lacks health insurance    0.949+ 0.875 1.030 
Child had a routine care checkup in the past 12 
months† 
   
     Didn’t have a routine care checkup  0.949 0.875 1.030 
Child has a regular source of medical care†    
     Doesn’t have a regular source of medical care 0.860 0.733 1.010 
    
†reference group 
+ p<.10; *p<.05, **p<.01, ***p<.001 
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Table II-3. Acute & Chronic Conditions - Odds Ratios and Confidence Intervals from the Logistic Regression Models on 
Pooled Sample (N=55,152) 
    
 Chronic Conditions  Acute Conditions 
Immigrant Generation –   
Family Structure  
Overweight//Obesity 
(n=11,377) 
 Asthma 
(N=55,152) 
 Cold/ Flu 
(N=55,152) 
 Injury 
(N=55,152) 
 OR (95% CI)  OR (95% CI)  OR (95% CI)  OR (95% CI) 
U.S.-born married parents†                
     U.S.-born cohabiting parents 0.996 0.727 1.365  1.021 0.868 1.200  0.921 0.819 1.035  1.349* 1.010 1.803 
     U.S.-born single parents 1.116 0.943 1.320  1.201 ** 1.082 1.334  1.051 0.953 1.159  1.052 0.842 1.314 
     2nd generation married 
parents 
0.992 0.809 1.217  0.696*** 0.600 0.808  0.843** 0.757 0.940  0.813 0.620 1.066 
     2nd generation cohabiting 
parents 
1.752* 1.038 2.958  0.762+ 0.564 1.029  0.921 0.702 1.209  0.786 0.356 1.735 
     2nd generation single parents 1.018 0.725 1.430  0.827+ 0.677 1.010  0.837+ 0.700 1.001  0.504** 0.310 0.819 
     1st generation married 
parents 
0.841 0.515 1.372  0.244*** 0.133 0.449  0.739 0.487 1.121  1.104 0.555 2.197 
     1st generation cohabiting 
parents 
0.689 0.234 2.027  0.001*** 0.001 0.001  1.941+ 0.947 3.978  5.613+ 0.928 22.431 
     1st generation single parents 0.982 0.479 2.013  0.239 ** 0.086 0.659  0.723 0.398 1.314  1.332 0.405 4.384 
                
+ p<.10; *p<.05, **p<.01, ***p<.001 
†reference group 
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CHAPTER III 
State policy variation in Medicaid/CHIP expansion and family structure among children 
of immigrants 
 
Introduction 
 The restriction of public health insurance benefits on lawfully residing immigrant 
children in their first five years of residency in the U.S. initiated by 1996 welfare reform 
created disparities in health insurance coverage and subsequent health care use between 
children of immigrants (especially first-generation children who are foreign-born with 
foreign-born parents) and children of nonimmigrants (Balcazar et al., 2015; Graefe, 
Hasanali, De jong, & Galvan, 2015). Although the 2009 Children’s Health Insurance 
Program Reauthorization Act (CHIPRA) granted states the ability to expand 
Medicaid/CHIP benefits to the lawfully present immigrant children in the 5-year waiting 
period (Centers for Medicaid & Medicare, 2016), only 32 states and the District of 
Columbia (D.C.) have participated in expansion of eligibility (Centers for Medicaid and 
Medicare, 2017; National Immigration Law Center, 2015).  
 Models of access to health care may help identify how various social and 
individual factors facilitate or hinder access to necessary health care among children of 
immigrants. This study applies Andersen’s (1995) Behavioral model, a leading model 
used to explain access to health care among the immigrant population (Akresh, 2009; 
Aroian, Wu, & Tran, 2005; Johnson, Carroll, Fulda, Cardarelli, & Cardarelli, 2010; 
Miltiades & Wu, 2008; Siddiqi, Zuberi, & Nguyen, 2009). One insight developed from 
the Behavioral model is that state variation in Medicaid/CHIP expansion may have 
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varying effects on the wellbeing of certain groups of immigrant families who are more 
vulnerable to limited access to health care. One group at particular risk in this regard may 
be first-generation children of immigrants in cohabiting- and single-parent families 
(Capps, 2005; Landale et al., 2011), who may face low levels of family resources in 
addition to challenges associated with their immigrant status. Accordingly, this study 
examines how immigrant status and family structure interact to affect health insurance 
coverage, health care service utilization, and subsequently health outcomes among 
children of immigrants in single- and cohabiting-parent families and how these outcomes 
compare to children of U.S.-born parents 
Background 
Behavioral model by Andersen (1995)  
 Evolving through four rounds of incremental revisions since 1960, the Behavioral 
model (Andersen, 1995) suggests that access to health care is a function of the influence 
of the national health care system, a predisposition by people to use health care services, 
factors that enable or impede such use, and people’s need for care. Using a system 
perspective, the core tenet of the model predicts access to health care as a product of the 
interplay among the predisposing, enabling, and need factors (Andersen, 1995). 
Predisposing factors refer to the demographic and social characteristics of individuals or 
families, such as immigrant status, marital status, and ethnicity (Andersen, 1995). 
Enabling factors include personal and family resources that promote or inhibit access to 
health care such as health insurance and family income, and need factors refer to 
perceived need or evaluated need for health care, which includes symptoms of illness, 
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low-birthweight, and mental illness (Andersen, 1995).  
 Over time, the model was revised to include an external environmental factor 
which recognizes the important influence of the health care system and health policy as a 
determinant of health care use (Andersen, 1995). The role of the environmental factor is a 
key policy issue, as researchers and policymakers are often interested in understanding 
the effects of health policies on utilization of health care services (Andersen, 1995). 
Health outcomes were also added to the model as a final product of the aforementioned 
factors as well as a product of health care service utilization, which is particularly 
important for health policy and health reform (Andersen, 1995).   
The core tenets of the model draw attention to a variety of factors and to the 
policy environment in particular. This paper will focus on how the policy environment 
interacts with key predisposing factors (immigrant status and family structure) to affect 
children’s health insurance coverage, health care utilization, and health outcomes. This 
paper will explain each of these elements in the following sections. 
The 1996 Welfare Reform and Public Health Insurance 
 The 1996 welfare reform prohibited lawfully residing first-generation immigrant 
children from receiving Medicaid/CHIP benefits in addition to other federally-funded 
human and health services for their first five years of residency in the U.S. (National 
Immigration Law Center, 2015), which created large disparities in health insurance 
coverage between low-income children of immigrants and nonimmigrants (Balcazar et 
al., 2015; Capps, 2005; Flores & Tomany-Korman, 2008; Graefe et al., 2015;). These 
disparities are notable because health insurance coverage could enable or disable health 
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care service use and subsequently influence health outcomes (Andersen, 1995), as 
coverage is critical to accessing needed health care services (Blewett, Johnson, & Mach, 
2010; Institute of Medicine, 2001).  Because the majority of immigrant families’ incomes 
are below 400% of the federal poverty level (FPL) (Capps, Rosenblum, & Fix, 2009), 
restricting access to Medicaid and CHIP has had a substantial impact on their health 
insurance coverage rates. In 2009, over 30% of the 12 million lawful permanent residents 
in the U.S. were uninsured (Capps et al., 2009) and represented more than 10% of the 
uninsured in states with a high concentration of the immigrant population (e.g., New 
York, Texas, and Florida) and 23% of the uninsured in California (Capps et al., 2009).  
 Given the disparities introduced by Welfare Reform, some states endeavored to 
increase coverage rates among immigrant children. Fifteen states including D.C. used 
state-only funds to cover first-generation children in the 5-year waiting period (Blewett et 
al., 2010; National Immigration Law Center, 2015). However, the coverage varied 
dramatically across states and many were more restrictive than Medicaid or CHIP in 
terms of benefits, coverage duration, and eligibility cutoff (Blewett et al., 2010; National 
Immigration Law Center, 2015). 
State variation in Medicaid/CHIP eligibility expansion  
 In an effort to increase coverage rates among children in low-income families, the 
Children’s Health Insurance Program Reauthorization Act (CHIPRA) was enacted in 
2009. This policy allowed states to craft their own health care delivery system through 
additional funding, incentives, improved enrollment, renewal, outreach, and 
administration strategies (Centers for Medicaid & Medicare, 2016). Importantly, as part 
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of CHIPRA, the Immigrant Children’s Health Improvement Act eased the 1996 welfare 
reform restrictions, granting states the ability to expand Medicaid/CHIP benefits to 
immigrant children in the 5-year waiting period (Centers for Medicaid & Medicare, 
2016). As of August 2017, 33 states including D.C. had expanded the program eligibility 
to cover lawfully residing low-income immigrant children irrespective of duration of 
residency in the U.S., whereas 18 states had elected not to expand eligibility (See 
Appendix 1 for a list of participating and nonparticipating states) (Centers for Medicaid 
and Medicare, 2017; National Immigration Law Center, 2015).  
 State variation in Medicaid/CHIP benefits has produced geographic and temporal 
variation in insurance coverage among immigrant families. The Behavioral model 
(Andersen, 1995) suggests that such disparities might be compounded or mitigated by 
other key determinants of health insurance coverage and health care utilization like 
demographic and social characteristics among immigrant families, which are 
predisposing factors that create further risk for poor access to health care and health 
outcomes.  
Immigrant generation and challenges associated with immigrant status 
 A predisposing factor that may have substantial implications for access to health 
care of children of immigrants is immigrant generation. Children in different immigrant 
generations may face differing vulnerabilities in accessing health care through challenges 
associated with immigrant status (Andersen, 1995). Historically, first-generation children 
have had substantially lower levels of health insurance coverage rates than children of 
U.S.-born parents and second-generation children of immigrants, who were born in the 
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U.S. with foreign-born parents (Capps et al., 2005; Flores & Tomany-Korman, 2008; 
Tseng, 2004).  This is partly due to the fact that foreign-born parents’ employment is 
heavily concentrated in industries such as the service sector and construction and in 
geographic areas where employers are less likely to make coverage available (Schur & 
Feldman, 2001). Furthermore, foreign-born parents often work at small businesses where 
work-related coverage is less common and more costly (Schur & Feldman, 2001). 
Meanwhile, a large proportion of first-generation mothers are unemployed and thus 
without access to employer-based insurance (Capps et al., 2005). Undocumented parents 
are mostly ineligible to purchase insurance coverage through employment or public 
programs, further lowering rates of insurance coverage among immigrants (Capps et al., 
2005). Moreover, limited language proficiency and unfamiliarity with the U.S. health 
care system among first-generation families make it more difficult to secure coverage in 
general (Flores & Tomany-Korman, 2008; Tseng, 2004).  
 Compared to first-generation, second-generation immigrant families tend to 
experience fewer health care barriers. Second-generation children are born as U.S. 
citizens, and families are more acculturated with higher levels of English proficiency, 
SES, and familiarity with the U.S. health care system (Burgos, Schetzina, Dixon, & 
Mendoza, 2005; Suro & Passel, 2003). Their rates of work-related health insurance 
coverage are also comparable to those of U.S.-born families (Schur & Feldman, 2001).  
However, second-generation families can contain family members of different legal 
statuses (Hudson & Abdus, 2015), for example when U.S.-born children reside with 
parents and sibling who are temporary resident or undocumented. These mixed-status 
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families tend to treat authority with caution due to fears about deportation, which often 
discourages them from applying for public health insurance or purchasing private health 
insurance for their U.S.-born eligible children (Hudson & Abdus, 2015).  
 As expected, children of U.S.-born parents (those who are third-generation or 
higher) have far higher rates of health insurance coverage than both first- and second-
generation children (Balcazar et al., 2015). Unlike first- and second-generation children, 
children of U.S.-born parents are not affected by policy restrictions or legal status issues 
that limit the receipt of public health insurance or other social services (Saloner et al., 
2014).  
Family structure and different levels of family resources 
The second key predisposing factor that might create particular risk for children 
of immigrant families, but which has so far been mostly overlooked in the literature, is 
family structure. Because children are dependent on their parents to obtain access to 
health care, family structure may influence the ability of parents to meet children’s needs. 
For instance, children of immigrants residing with single or cohabiting (co-residing but 
unmarried) parents in different immigrant generations may experience differing levels of 
insurance coverage.  
Evidence has shown that children in cohabiting- and single-parent families are 
disproportionately uninsured and far less likely to have private health insurance than 
children with married parents (Bass & Warehime, 2011; Blackwell, 2010; Bramlett & 
Blumberg, 2007). This is partly due to single- and cohabiting-parent families’ tendency to 
have lower levels of both employment and full-time employment, resulting in lower rates 
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of employer-sponsored health insurance (Schur & Feldman, 2001). Furthermore, children 
in such families are less likely to utilize routine medical and dental visits (Bass & 
Warehime, 2011). These trends in health insurance and utilization are concerning because 
these children also have higher rates of acute and chronic health issues, such as injuries, 
asthma, and overweight/obesity, compared to children in married-parent households 
(Bass & Warehime, 2011; Blackwell, 2010; Gorman & Braverman, 2008; McConley, 
2011; Moncrief et al., 2013; Schmeer, 2012). 
 In understanding disparities in child outcomes by family structure, researchers 
agree that family structure impacts child outcomes through different levels of parental 
human and financial resources (Thomson & McLanahan, 2012). According to research, 
families with married parents generally have higher incomes and employment rates 
(Sigle-Rushton & McLanahan, 2002; Thomas & Sawhill, 2005; Ziol-Guest & Dunifon, 
2014), generating resources that are linked to positive outcomes for children (Thomson & 
McLanahan, 2012). Conversely, because of the presence of fewer income earners and 
relatively unstable home environments, cohabiting- and single-parent families are more 
likely to experience factors associated with negative outcomes for children, such as 
financial insecurity, parental stress, and less parent-child time (Brown & Rinelli, 2010; 
Kenney, McLanahan, 2006; Thomson & McLanahan, 2012; Ziol-Guest, 2009). Thus far, 
previous research has speculated that limited financial resources available to cover 
children’s health care cost and less flexibility in parental time to attend to their children’s 
health care may be linked to lower health insurance coverage and health service use 
among children in single- and cohabiting-parent families (Bass & Warehime, 2011; 
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Bramlett & Blumberg, 2007; CDC, 2010, 2007; Gorman & Braverman, 2008). 
 Importantly, family structure could matter especially for the health insurance 
coverage and access to health care of immigrant children, whose families tend to be 
highly interdependent and reliant on family cohesion as a survival strategy to manage the 
aforementioned challenges associated with immigrant status (Flores & Tomany-Korman, 
2008; Landahle et al., 2011; Tseng, 2004). Thus, in addition to the health care challenges 
embedded in single- and cohabiting-parent households in general, a lack of full parental 
human and financial capital due to the absence of a parent or unstable parental 
involvement could mean less successful defense mechanisms against challenges 
associated with immigrant status for children. As a result, this could make immigrant 
children living with single or cohabiting parents more vulnerable to poor outcomes, 
including ill health.  
The interaction between family structure and immigrant generation 
 Incorporating findings of previous research into the tenets of Andersen’s model 
(1995), it could be predicted that state variation in Medicaid/CHIP benefits for lawfully 
residing recent immigrant children could produce varying levels of health insurance 
coverage for immigrant children across different family structures. These differing levels 
of health insurance coverage would then affect levels of utilization of health care services 
and subsequent health outcomes.  
 Specifically, one would expect that first-generation children in single- and 
cohabiting-parent families would be the least likely to have health insurance coverage, 
due to the aforementioned high levels of challenges associated with their immigrant 
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status compounded by low average levels of family resources. At the same time, second-
generation children in single- and cohabiting-parent families might have a lower level of 
health insurance coverage than married-parent families, while still having higher 
coverage rates than first-generation children, because they face fewer challenges. Lastly, 
children of U.S.-born single and cohabiting parents may have lower health insurance 
coverage rates than their counterparts with married parents, but higher coverage rates 
than children of immigrants in single- and cohabiting-parent families as they do not face 
challenges in obtaining health insurance coverage. Finally, CHIPRA removed a major 
institutional impediment to gaining insurance coverage among first-generation children 
which at the same time may alleviate the financial and employment challenges that 
cohabiting- and single-parent families face when securing health insurance coverage. 
Thus, one might speculate that under the eligibility expansion initiated by CHIPRA, first-
generation children in single- and cohabiting-parent families would maximally benefit 
from the policy intervention, while second-generation children in single- and cohabiting-
parent families may indirectly benefit from the policy intervention through its outreach 
efforts to immigrant communities. Gains in coverage would be unlikely among children 
of U.S.-born single and cohabiting parents, because the relevant portions of CHIPRA 
specifically targeted immigrants. 
 Previous research has documented that Medicaid and CHIP expansion generally 
increased immigrant children’s health insurance coverage (Heintzman et al., 2017; 
Schwartz, Chester, Lopez, & Popp, 2016). Although more research is necessary, Saloner 
and colleagues (2014) found that in states that extended insurance coverage by removing 
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the 5-year waiting period for Medicaid/CHIP, foreign-born immigrant children living in 
poverty had a 24.5 percentage point higher rate of insurance coverage and significantly 
fewer unmet health needs. Another study documented that public insurance benefits 
improved overall access to health care among first-generation children though substantial 
disparities between immigrant and nonimmigrant children’s health care access persist 
(Graefe et al., 2015). However, there has been a significant lack of attention to the 
importance of family structure among immigrant families in relation to health insurance 
coverage and the varying effects of CHIPRA. Furthermore, previous research has 
overlooked health outcomes in examining the effects of the CHIPRA eligibility 
expansion. 
Research question and hypotheses  
 Given these limitations and based on the theoretical framework (Andersen, 1995) 
as well as the review of relevant literature summarized above, this study sought to answer 
the following research question: What is the relationship between state policy variation in 
the expansion of Medicaid/CHIP and health insurance coverage among children in 
single- and cohabiting-parent families of different immigrant generations?  
 Based on this question and the review of literature above, the study had three 
specific aims: 1) to estimate policy effects initiated by CHIPRA on public and overall 
health insurance coverage among children of immigrants in cohabiting-and single-parent 
families, 2) to further examine whether the policy change affected utilization of health 
care services and general health status that are closely tied to health insurance coverage 
among children of immigrants in different family arrangements, and 3) to investigate 
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whether the effects of the policy changes were limited only to first-generation children in 
single- and cohabiting-parent households (the most likely beneficiaries of the policy 
change), or whether effects also extended to second-generation children. As suggested 
above, the study hypothesized that the expansion of Medicaid/CHIP would have positive 
effects on health insurance coverage, utilization of health care services, and health among 
children of immigrants in single- and cohabiting-parent families in states with eligibility 
expansion compared to their counterpart children in non-expansion states.  Further, the 
study hypothesized that the effects would be most pronounced among first-generation 
children, while the policy change would not affect children of U.S.-born parents 
irrespective of family type. By focusing on various family structures and separating the 
sample into different immigrant generations in relation to the study outcomes, this study 
builds on previous research (Saloner et al., 2014), which has demonstrated the effects of 
CHIPRA expansions on coverage among immigrant children. This study contributes to 
the empirical body of scholarship on family structure among children of immigrants 
using a nationally representative sample of children and expanding the scholarship on 
CHIPRA. 
Methods 
Data 
 This study used the National Survey of Children’s Health (NSCH) data, a cross-
sectional and nationally representative survey, conducted by the Center for Disease 
Control and Prevention (CDC, 2017). In 2003, 2007, and 2011, the NCSH collected data 
from over 100,000 households. This study took advantage of the NSCH’s state-specific 
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information and measures on children’s health insurance coverage, use of health care 
services, and health, as well as its large sample of children of immigrants. These 
measures enabled an estimation of policy effects on children of immigrants in states that 
expanded eligibility. The analysis included data from 2007 and 2011, which allowed for 
comparison of outcome variables before and after the policy was enacted in 2009.  
Sample 
 Among 187,319 children in the NSCH data with at least one parent in the 2007 
and 2011 waves, this study included 58,673 children under the age of 18 in families with 
household incomes below 200% of FPL at the time of survey. Household income under 
200% of FPL indicated that the household was likely to be eligible for Medicaid and 
CHIP in the prior year. The final model included 51,536 children who had valid 
information on measures of immigrant generation, family structure, and potential 
confounders included in this study (described below). Because the NSCH collected data 
on routine dental checkups and dental health status among children between the ages of 
1-17, the study relied on a sub-sample of 48,294 children for the analysis of these two 
outcomes (described below). It is noteworthy that because the NSCH did not collect data 
in 2007 on length of residence in the U.S. and the legal status of children, this study could 
not separate undocumented children and children with permanent residence among the 
sample of first-generation children1.   
                                                             
1 Due to the lack of data, this study may underestimate the impact of eligibility expansion on 
lawfully residing immigrant children in the 5-year waiting period. Due to that NSCH data do not 
contain information on legal status of first-generation children, it is also possible that the result 
could be influenced by the size of the undocumented children population. 
 
 
 
91 
Measures 
 Policy Treatment. This study classified states on whether or not they expanded 
Medicaid/CHIP to lawfully residing immigrant children in the 5-year waiting period, 
using a dichotomous indicator (1=yes, 0=no). This study also created a dichotomous 
indicator for time periods: pre-policy (2007) and post-policy (2011) treatment.  
 Family structure and Immigrant generation. This study categorized children by 
immigrant generation focusing on the nativity of children and parents, using a 
conventional approach (e.g., Harker, 2001) to define different immigrant generations 
(U.S.-born families for U.S.-born children with U.S.-born parents, second-generation for 
U.S.-born children with foreign-born parents, and first-generation for foreign-born 
children with foreign-born parents). In addition, children in each generation were 
grouped into three family structures (married-, cohabiting-, and single-parent families), 
emphasizing marital and residential status in categorizing family structure, an approach 
which has been adopted by previous studies (e.g., Berger, 2004; Bzosetek & Beck, 2011).  
 Outcome variables. As products of interactions among population characteristics 
and environmental factors in the model (Andersen, 1995), this study examined children’s 
a) public and overall health insurance coverage, b) utilization of routine medical and 
dental care services, and c) general physical and dental health status as outcome 
variables.  
Health insurance coverage. Public health insurance coverage was measured as a 
dichotomous variable to indicate “1” if a child had Medicaid or CHIP, or “0” if a child 
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did not at the time of the survey. Overall health insurance coverage was measured with a 
dichotomous indicator (1=yes, 0=no) of whether a child had any type of health insurance. 
Utilization of routine health care services. Parent respondents were asked whether a focal 
child visited a health care professional for preventive medical services in the past 12 
months (1=yes, 0=no). Likewise, parents provided information on whether the child 
visited a dentist for preventive services in the past 12 months, coded dichotomously 
(1=yes, 0=no). The question on the dental routine care visit was only asked for children 
ages between 1-17.   
General health status. Parent respondents reported their child’s overall health condition 
as a) excellent or very good, b) good, or c) fair or poor. The responses were dichotomized 
into those reporting 1=excellent/very good health versus those reporting 0=good/fair/poor 
health. Likewise, a measure for a child’s dental health status was created as a 
dichotomous measure to indicate 1=excellent/very good dental health status versus 
0=good/fair/poor dental health.  
 Covariates. This study controlled for a number of potential confounders which 
could affect the relationship between the policy treatment and outcome measures. The 
variables were selected and grouped based on Andersen’s (1995) model. Predisposing 
factors (demographic characteristics and social structure) included child’s race, gender, 
age, parent’s education, and the number of children in the household. Enabling factors 
(resources aiding the use of care) included family income level and parents’ work status. 
Need factors (individuals’ need for care) were measured with parents’ overall physical 
health status. This study also included state-level potential confounders to account for 
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any changes across states that might confound the estimation of independent effects of 
CHIPRA on the study outcomes. These measures included time-varying measures of 
states’ welfare spending, immigrant population percentages, and unemployment rates in 
the survey years, obtained from the Center for Immigration Studies (2007), Pew Research 
Center (2013), and the Bureau of Labor Statistics (2016), respectively. All models 
included state fixed effects (state-specific indicators) to control for any relevant 
unobserved, time-invariant state characteristics.  
Analysis  
 The main aim of this study was to examine estimates of eligibility expansion 
initiated by CHIPRA on insurance coverage, health care utilization, and health status 
among children of immigrants in cohabiting- and single-parent families. This study first 
examined family and child characteristics on the full sample and by immigrant 
generation. To estimate the independent effects of CHIPRA on outcomes, this study used 
Difference-in-Difference-in-Differences (D-D-D) estimation, a quasi-experimental 
analytic technique frequently used to examine the effects of policy treatment on the 
outcomes between policy treatment groups and control groups and between subgroups 
(Angrist & Pischke, 2009; Murnane & Willett, 2010). A basic Difference-in-Difference 
(D-D) set-up measures the effects of a treatment (often policy change) on an outcome by 
comparing average change in the outcome for a group that is exposed to a treatment (in 
this case, states adopting eligibility expansions) with changes in outcomes for a control 
group that is not exposed to the treatment (states that did not expand eligibility) before 
and after the treatment. By adding a third difference (comparison), D-D-D estimation 
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further compares average changes in outcomes among subgroups between treatment and 
control groups. The result of this method is to generate an estimate of the policy change, 
by controlling for changes over time in control groups and among subgroups that are not 
likely to be affected by the policy (Angrist & Pischke, 2009; Murnane & Willett, 2010).  
 The analyses consisted of two parts that reflect the objectives of the study. The 
first aimed to document the broad impact of Medicaid/CHIP eligibility expansion among 
first- and second-generation children in relation to their health insurance coverage, health 
care utilization, and importantly health outcomes which have been overlooked by 
previous research in examining the impact of the eligibility expansion. Though it mirrors 
previous research (Saloner et al., 2014), conducting this first set of analyses is necessary 
because it may elucidate overall changes in outcomes by immigrant generation. This will 
serve as a precursor for the second set of analyses, which focus on examining differential 
impacts of eligibility expansion by family structure in each immigrant generation.  
 As discussed, the first part of the analysis focused on differences in outcomes 
among children of different immigrant generations. The first difference examined 
outcome differences among children in expansion states before (in 2007) and after (in 
2011) the implementation of CHIPRA. The second difference compared the differences 
in outcomes between children in expansion states and non-expansion states, controlling 
for state-level characteristics between expansion and non-expansion states. The third 
difference compared the differences in outcomes among children in different immigrant 
generations, using children of U.S.-born parents as a comparison group to account for any 
trend in the dependent variables among low-income families in general. Thus, the D-D-D 
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approach for the first part of the analysis provided estimates of the independent effects of 
the policy treatment on the outcomes among first- and second-generation children in 
expansion states after policy treatment, after differencing out changes over time for states 
that did not adopt the eligibility expansion and changes for children of U.S.-born parents 
who are not the likely targets of the expansion. Consistent with the typical 
implementation of D-D-D models, the study used a linear regression model and included 
all possible interaction terms among the indicators: a) time periods, b) state participation 
in CHIPRA, and c) immigrant generation. In these models, the coefficient of the three-
way interaction term indicates the policy effects on the study outcomes among first- and 
second-generation children in expansion states after the policy treatment.  
 For the second part of the analysis, this study specified a separate D-D-D model 
for each immigrant generation group to investigate the effects of eligibility expansion 
among children of immigrants in cohabiting- and single-parent families, which is the 
main focus of this study. Firstly, this study separated the sample into different immigrant 
generation groups (first-generation, second-generation, and U.S.-born families). In each 
separate group, the first difference examined study outcomes among children during pre- 
and post-CHIPRA periods in expansion states. The second difference compared 
differences in outcomes between children in expansion states and in non-expansion 
states, differencing out changes over time in the dependent variables in non-expansion 
states for children who are not likely to be affected by the policy.  Finally, the third 
difference compared changes in the study outcomes among children in single-, 
cohabiting-, and married-parent families during the same time period between eligibility 
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expansion states and non-expansion states. Here, children of married parents were used as 
the comparison group to account for any trends in the dependent variables that affected 
children in all households of a particular immigrant generation.  As before, analyses for 
this second stage were implemented using linear regression including indicators for time, 
state participation in CHIPRA, and family structure, along with all the possible 
interactions among these indicators. As above, the coefficient of the three-way interaction 
term for time, state CHIPRA participation, and family structure was examined in each 
model to determine the effects of CHIPRA. With this approach, this study could compare 
results across the models to determine if the policy effect was different for children in 
cohabiting- and single-parent families in different generations2.  
 Sampling weights that adjust for survey non-response and unequal selection 
probabilities are provided in the NSCH public-use dataset (NSCH, 2017) to generate 
population-based estimates. Sampling weights were applied in all analyses that this study 
present. This study accounted for the clustering of observations within states. The SAS 
version 9.4 statistical software package was employed for all analyses. 
  
                                                             
2 D-D-D estimation relies on the key assumption that outcome trends for the treatment and control 
groups remain unchanged over time up to a policy change (and thus that changes observed during 
the period under study were not reflective of trends already in motion). Because the NSCH was 
only administered in 2003, 2007, and 2011, it was not possible to establish trends using these 
data. Thus, in order to ensure that the differences in outcomes after the implementation of 
CHIPRA were plausibly due to the policy change alone, I examined the national rates of overall 
and public health insurance coverage rates (as a specific outcome and determinant of subsequent 
outcomes in the study) among children in different immigrant generations from 2002 through 
2008 using data from National Health Interview Survey (NHIS) (See Appendix 2, Figure 1 – 
Figure 2). 
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Results 
 Table III-1 presents family and child characteristics for the pooled sample and by 
immigrant generation. Approximately 19% of children in the sample were children of 
immigrants, and of these 83% were second-generation and 17% were first-generation 
children. About half of the children lived in married-parent families, while 35% of 
children resided in single-parent families and 13% resided in cohabiting-parent families. 
The proportions of married-parent households were lower with later generations. Overall 
health insurance coverage rates increased with generation from 53% in households with 
first-generation children, to 87% in second-generation households, and to 92% in U.S.-
born parent households. Children appeared to have better general physical and dental 
health as well as higher rates of routine health and dental care checkups with later 
generations.  
 Table III- 2 presents full results from the first set of D-D-D analyses by immigrant 
generation after controlling for individual and state-level covariates. First-generation 
children in eligibility expansion states experienced a significant increase in public 
insurance coverage (coefficient=0.085, p<0.0001) and overall health insurance coverage 
(coefficient=0.120, p<0.0001) compared to first-generation children in states that did not, 
which is consistent with previous research (Saloner et al., 2014). However, the current 
study did not find significant policy effects on second-generation children’s public or 
overall health insurance coverage. Importantly, this study found that the general health 
status of first-generation children in expansion states also significantly improved 
(coefficient=0.086, p<0.05) after the implementation of CHIPRA. However, while dental 
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health status among first-generation children increased after the expansion, the effects 
were not statistically significant (p<0.10). Interestingly, this study also found that second-
generation children had significantly improved dental health in states that expanded 
eligibility (coefficient=0.047, p<0.05) in comparison to their counterparts in non-
expansion states. Nevertheless, this study did not find a significant association between 
the policy intervention and outcomes related to utilization of routine care services among 
children of immigrants. 
 Table III-3 shows results from the second part of the analysis, which focused on 
family structure in each immigrant generation. Table III-3 highlights only main results; 
full results are available upon request. This study found that among first-generation 
families, eligibility expansion resulted in increases in overall health insurance coverage 
for children in single- and cohabiting-parent families (coefficient=0.225, p<0.05 and 
coefficient=0.281, p<0.05, respectively). First-generation children of cohabiting parents 
residing in expansion states also experienced a significant increase in public health 
insurance coverage (coefficient=0.207, p<0.05) compared to their counterparts in non-
expansion states. Although public health insurance coverage appeared to have increased 
among first-generation children in single-parent families, the effect was not statistically 
significant (p<0.10).  
  In second-generation families, the results showed that the probability of health 
insurance coverage for children of single parents in expansion states improved by 0.146 
points compared to counterpart children in non-expansion states (p<0.0001). However, 
this study did not find significant differences in routine medical/dental care use or general 
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health/dental health status among children of immigrants across family structure. Lastly, 
as anticipated, children of single and cohabiting U.S.-born parents in expansion states did 
not experience any significant policy effects compared to their counterpart groups in non-
expansion states. 
       Figures III-1 and III-2 display the results of a parallel trend assumption test 
conducted to ensure the accuracy of D-D-D estimation. Using the National Health 
Interview Survey data from 2002-2008, the test examined changes over time in trends of 
overall health insurance coverage rates for different immigrant generations during the 
pre-CHIPRA period. The parallel trend assumption test was conducted to rule out the 
possibility that the improvement in insurance coverage was the product of larger trends, 
as opposed to the effects of the policy intervention. The test results shown in Figure III-1 
indicate that the trend of overall health insurance coverage by immigrant generation 
appeared to be parallel and unchanged over time, satisfying the assumption. According to 
the graph shown in Figure III-2, second-generation children’s public insurance coverage 
rates appeared to have fluctuated over time; however, the average differences in rates 
were less than 5%. Thus, the trend was assumed to be moderately parallel over time. 
Discussion 
 This study was the first to examine the effects of eligibility expansion initiated by 
CHIPRA on health insurance coverage among children of immigrants in various family 
structures. The study’s findings confirmed that the Medicaid/CHIP expansion improved 
both public and overall health insurance coverage among first-generation children in 
expansion states (Graefe et al., 2015; Saloner et al., 2014). Additionally, this study found 
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that the policy treatment was associated with improved general health status among first-
generation children as well as improved dental health among second-generation children, 
who were not a direct target population of the policy intervention.  
 Most importantly, this study discovered that the children of immigrants in single- 
and cohabiting-parent families significantly benefited from the Medicaid/CHIP expansion 
after adjusting for individual and state-level characteristics, supporting the study’s 
hypothesis. Overall, public and overall health insurance coverage among first-generation 
children in single- and cohabiting-parent families substantially improved in the 33 
eligibility expansion states compared to similar children in non-expansion states. Overall 
health insurance coverage also significantly improved among second-generation children 
in single-parent families. This improvement may reflect CHIPRA’s outreach to 
immigrant communities and its simplification of enrollment processes based on 
children’s citizenship status (Center for Medicaid & Medicare, 2016). At the same time, 
the provision of subsidized coverage, in conjunction with the ACA’s provision of tax 
credits to assist families with the cost of health insurance (Artiga & Damico, 2017; 
Centers for Medicaid & Medicare, 2016), might have contributed to the significant 
increases in overall health insurance coverage among children of immigrants in 
vulnerable families. As expected, this study found no evidence that this policy 
intervention affected children of U.S.-born parents in any family type, who were not 
targeted by this immigrant-specific policy. In summary, these findings supported the 
study’s hypotheses.  
 Contrary to the study’s hypothesis, and despite the fact that CHIPRA appears to 
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have increased health insurance coverage, the study did not find any significant 
association between the eligibility expansion and children’s utilization of health care 
services or health status for children of immigrants living in single- or cohabiting-parent 
families. This may be because of barriers to health care service utilization that are not 
affected by increased health insurance coverage, such as limited English proficiency or 
unfamiliarity with the U.S. health care system. For example, a routine care visit requires 
that parents make appointments, take time off from work and transport their child to a 
care site, and manage follow-up appointments. Fulfilling these tasks may be particularly 
challenging for a single parent with language barriers, even after having received the 
necessary health insurance coverage under CHIPRA to afford the appointment (Flores & 
Tomany-Korman, 2008; Schwebel et al, 2005; Yun et al., 2013). Thus, the 
underutilization of health care services observed in this study might reflect the double 
barriers for children living in immigrant families with cohabiting or single parents. While 
requiring further study, this aspect of the results is broadly consistent with recent research 
suggesting that children of immigrants continue to underutilize care services even after 
expansions in coverage under the ACA (Leininger & Levy, 2015; Singh, Yu, & Kogan, 
2013). Meanwhile, as suggested by Andersen’s model (1995), utilization of health care 
services affects health outcomes. Thus, the fact that CHIPRA appears not to have 
increased health status for children living in single- and cohabiting-parent families could 
be the result of underutilization of preventative care. Moreover, it should be noted that 
standard errors (SE) were mostly larger for the analyses in regard to first-generation 
children groups than those related to second-generation or children of U.S.-born parent 
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groups. This may be due to the relatively small sample size of first-generation children in 
single- and cohabiting-parent families, which might not have provided sufficient 
statistical power to detect true differences. At the same time, this finding may indicate 
that there is a possibility of improvements of health among children with married parents, 
which future research should examine.  
 While this study provides unique insight into the impact of eligibility expansion 
among children of immigrants in various family structures, there are limitations to note. 
As previously mentioned, this study could not consider length of U.S. residence or legal 
status of first-generation children due to a lack of data. Therefore, the results should be 
interpreted with caution, considering possible underestimation of impact of eligibility 
expansion on lawfully residing immigrant children in the 5-year waiting period. The size 
of the population of undocumented children could have influenced the results in 
unanticipated ways.  
Implication 
 The findings of this study identified that family structure is an important predictor 
of health insurance coverage among children of immigrants. As shown, CHIPRA’s 
eligibility expansion likely increased health insurance coverage among children of 
immigrants in different family structures. First-generation children of single and 
cohabiting parents had the greatest gains in health insurance coverage through 
Medicaid/CHIP expansion, while the policy intervention had positive spillover effects on 
health insurance coverage among second-generation children in single-parent families. 
Longitudinal studies should examine whether these improvements in coverage are 
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continued past the two years following CHIPRA’s implementation studied here. The 
findings of the study suggest that non-expansion states should consider expanding 
CHIPRA as an effective tool to improve insurance coverage for children of immigrants. 
The findings also suggest that health insurance coverage disparities between children of 
different nativities and family structures could be alleviated as more states expand 
CHIPRA. Lastly, these recommendations must be considered in context of the rapidly 
changing the U.S. political climate. Policy makers must focus on challenging anti-
immigrant policies that threaten the well-being and health of children of immigrants, as 
well as maintaining and expanding programs such as CHIPRA, in promoting health 
insurance coverage for the children of immigrants. 
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Table III-1. Family and Child Characteristics on the Full Sample and by Immigrant Generation 
  Full sample 
(N=51,536) 
Children of U.S.-
born parents 
(n=39,449) 
2nd Generation 
(n=9,953) 
1st Generation 
(n=2,134) 
Variable name Range Mean (SD) 
      
Public health insurance coverage 0-1 .604 .605 .662 .341 
Overall health insurance coverage 0-1 .896 .922 .873 .532 
Used routine medical care in the past 12 months  0-1 .829 .840 .824 .666 
Used routine dental care in the past 12 months 0-1 .730 
(n=48,134) 
.738 
(n=36,926) 
.728 
(n=9,152) 
.597 
(n=2,121) 
General health status is excellent/very good 0-1 .788 0.835 0.653 .558 
Dental health status is excellent/very good 0-1 .631 
(n=48,134) 
0.683 
(n=36,926) 
0.490 
(n=9,152) 
.359 
(n=2,121) 
Family structure      
     Married 0-1 .528 .493 .631 .693 
     Cohabiting 0-1 .127 .115 .179 .119 
     Single 0-1 .344 .392 .190 .188 
Child’s race      
     White, non-Hispanic 0-1 .496 .616 .115 .520 
     Black, non-Hispanic 0-1 .147 .174 .059 .712 
     Hispanic, non-Hispanic 0-1 .242 .954 .720 .738 
     Other 0-1 .113 .114 .106 .139 
Child’s gender      
     Male 0-1 .516 .514 .524 .534 
     Female 0-1 .483 .486 .476 .466 
Child’s age 0-17 8.35 
(5.27) 
8.56 
(5.30) 
8.18 
(5.23) 
8.01 
(5.25) 
Parent’s overall health      
     Excellent/very good 0-1 .515 .539 .450 .389 
     Good/fair/poor 0-1 .484 .461 .550 .616 
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Parent’s overall mental health      
     Excellent/very good 0-1 .619 .633 .584 .534 
     Good/fair/poor 0-1 .380 .367 .416 .466 
Parents’ education level       
     Less than high school 0-1 .204 .139 .410 .444 
     High school graduate 0-1 .325 .343 .270 .253 
     More than high school 0-1 .470 .518 .320 .303 
Household member worked in the past years for 
50 weeks or more 
0-1 .761 .776 .721 .683 
Family income      
      <100% FPL 0-1 .429 .400 .510 .594 
     100%-199% FPL 0-1 .570 .600 .490 .406 
Number of kids in the household      
     1 0-1 .343 .356 .301 .310 
     2 0-1 .340 .333 .368 .360 
     3 0-1 .190 .184 .211 .216 
     4 or more 0-1 .124 .126 .120 .114 
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Table III-2. Full Results from D-D-D Analysis on the Study Outcomes (N=51,536) 
 Public 
Health 
Insurance 
Overall 
Health 
Insurance 
Preventive 
Health Care 
Use 
Preventive 
Dental Care 
Use 
General 
Health 
Status 
General 
Dental 
Health 
Status 
 β  
(SE) 
β  
(SE) 
β  
(SE) 
β  
(SE) 
β  
(SE) 
β  
(SE) 
Children of U.S.-born parents†       
     2nd Generation -0.002 
(0.020) 
-0.001 
(0.013) 
-0.001 
(0.017) 
-.0260 
(0.020) 
0.011 
(0.019) 
0.047* 
(0.022) 
     1st generation 0.085*** 
(0.004) 
0.120*** 
(0.025) 
0.012 
(0.033) 
-0.031 
(0.039) 
0.086* 
(0.035) 
0.070+ 
(0.041) 
Child is White†        
     Black  0.012 
(0.008) 
0.004 
(0.004) 
0.002 
(0.007) 
0.020* 
(0.008) 
-0.076*** 
(0.007) 
-0.068*** 
(0.009) 
     Hispanic  0.050*** 
(0.008) 
-0.020*** 
(0.005) 
0.013+ 
(0.007) 
0.014+ 
(0.008) 
-0.024** 
(0.007) 
-0.032** 
(0.009) 
     Other -0.089*** 
(0.007) 
-0.009* 
(0.004) 
-0.015* 
(0.006) 
-0.017* 
(0.007) 
0.019** 
(0.006) 
0.034*** 
(0.007) 
Child is male -0.002 
(0.004) 
-0.006* 
(0.002) 
-0.001 
(0.003) 
-0.017*** 
(0.004) 
-0.014*** 
(0.003) 
-0.030*** 
(0.004) 
Child’s age -0.008*** 
(0.000) 
-0.002*** 
(0.000) 
-0.009*** 
(0.000) 
0.025*** 
(0.000) 
-0.004*** 
(0.000) 
-0.011*** 
(0.000) 
Parent’s health is in excellent/very good -0.030*** 
(0.004) 
0.003 
(0.003) 
-0.009* 
(0.004) 
0.006 
(0.004) 
0.111*** 
(0.004) 
0.111*** 
(0.005) 
Parent has more than high school degree†       
     High school graduate -0.008 
(0.005) 
0.031*** 
(0.003) 
0.034*** 
(0.005) 
0.034*** 
(0.006) 
0.053*** 
(0.005) 
0.042*** 
(0.006) 
     Less than high school -0.080*** 
(0.006) 
0.045*** 
(0.003) 
0.059*** 
(0.005) 
0.063*** 
(0.006) 
0.081*** 
(0.005) 
0.105*** 
(0.006) 
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Household member worked in the past 
years for 50 weeks or more 
-0.074*** 
(0.005) 
-0.007* 
(0.003) 
0.002 
(0.004) 
0.005 
(0.005) 
0.026*** 
(0.004) 
0.025*** 
(0.005) 
Family income is 100%-199% FPL -0.213*** 
(0.004) 
-0.015*** 
(0.003) 
-0.008*** 
(0.004) 
0.018*** 
(0.004) 
0.033*** 
(0.004) 
0.033*** 
(0.005) 
Number of kids in the household is 1†       
     2 -0.004 
(0.006) 
-0.007* 
(0.003) 
0.023** 
(0.006) 
-0.005 
(0.006) 
0.000 
(0.005) 
-0.003 
(0.006) 
     3 -0.005 
(0.006) 
-0.013** 
(0.003) 
0.025*** 
(0.005) 
-0.033*** 
(0.006) 
0.000 
(0.005) 
0.016** 
(0.006) 
     4 or more -0.002 
(0.006) 
-0.025*** 
(0.004) 
0.020** 
(0.005) 
-0.101*** 
(0.006) 
-0.008 
(0.006) 
0.033*** 
(0.007) 
State unemployment rates 0.003 
(0.003) 
0.002 
(0.002) 
-0.004 
(0.002) 
0.004 
(0.003) 
-0.001 
(0.002) 
-0.001 
(0.003) 
State welfare spending -0.000*** 
(0.000) 
0.000*** 
(0.000) 
-0.000*** 
(0.000) 
0.000*** 
(0.000) 
0.000*** 
(0.000) 
0.000*** 
(0.000) 
% Immigrant population -0.012 
(0.007) 
-0.006 
(0.005) 
-0.011+ 
(0.006) 
0.005 
(0.007) 
-0.007 
(0.007) 
-0.014+ 
(0.008) 
       
+ p<.10; *p<.05, **p<.01, ***p<.001 
† reference group 
The analyses controlled for all potential individual- and state-level confounders examined in this study and included state 
fixed effects  
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Table III-3. Results from D-D-D by Family Structure for Children in Each Immigrant Generation 
  Public Health 
Insurance 
Overall 
Health 
Insurance 
Preventive 
Health Care 
Use 
Preventive 
Dental Care 
Use 
General 
Health Status 
General 
Dental Health 
Status 
Immigrant 
Generation 
Family Structure β 
(SE) 
β 
(SE) 
β 
(SE) 
β 
(SE) 
β 
(SE) 
β 
(SE) 
        
Children of 
US-born 
parents 
Married Parent 
Families† 
n=19,452 
Referent 
Single Parent 
Families 
n=15,462 
0.030+ 
(0.020) 
-0.001 
(0.011) 
-0.009 
(0.015) 
-0.014 
(0.019) 
-0.019 
(0.016) 
0.019 
(0.021) 
Cohabiting Parent 
Families 
n=4,535 
-0.006 
(0.028) 
0.004 
(0.016) 
0.018 
(0.022) 
0.013 
(0.029) 
-0.039+ 
(0.023) 
-0.040 
(0.031) 
        
2nd generation Married Parent 
Families† 
n=6,279 
Referent 
Single Parent 
Families 
n=1,888 
-0.063 
(0.047) 
0.146*** 
(0.037) 
0.028 
(0.040) 
-0.063 
(0.048) 
0.025 
(0.047) 
-0.018 
(0.052) 
Cohabiting Parent 
Families 
n=1,786 
-0.050 
(0.047) 
0.028 
(0.035) 
-0.011 
(0.039) 
-0.050 
(0.047) 
-0.076+ 
(0.045) 
-0.078 
(0.052) 
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1st generation Married Parent 
Families† 
n=1,479 
Referent 
Single Parent 
Families 
n=402 
0.084+ 
(0.057) 
0.225* 
(0.092) 
-0.050 
(0.103) 
0.110 
(0.102) 
0.025 
(0.103) 
-0.063 
(0.099) 
Cohabiting Parent 
Families 
n=253 
0.207* 
(0.093) 
0.281* 
(0.115) 
-0.027 
(0.127) 
-0.138 
(0.130) 
-0.052 
(0.131) 
0.070 
(0.113) 
        
+ p<.10; *p<.05, **p<.01, ***p<.001 
† reference group 
The analyses controlled for all potential individual- and state-level confounders examined in this study and included state 
fixed effects. 
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Appendix 
Table A1. States Participating in Medicaid or CHIP Eligibility Expansion to Lawfully 
Residing Children and/or Pregnant Women as of July, 2017 
State CHIP Medicaid 
Alabama Not Participating  
Alaska Not Participating  
Arizona Not Participating  
Arkansas  Children and pregnant women 
California Children Children and pregnant women 
Colorado Children and pregnant women Children and pregnant women* 
Connecticut Children Children and pregnant women 
Washington, D.C.***   Children and pregnant women 
Delaware Children Children and pregnant women 
Florida Children Children* 
Georgia Not Participating  
Hawaii***   Children and pregnant women* 
Idaho Not Participating  
Illinois Children Children* 
Indiana Not Participating  
Iowa Children Children 
Kansas Not Participating  
Kentucky Children Children* 
Louisiana  Not Participating  
Maine Children Children and pregnant women 
Maryland***   Children and pregnant women 
Massachusetts Children Children and pregnant women 
Michigan Not Participating  
Minnesota Children Children and pregnant women 
Mississippi Not Participating  
Missouri Not Participating  
Montana Children Children* 
Nebraska Children Children and pregnant women* 
Nevada  Children and pregnant women 
New Hampshire Not Participating  
New Jersey Children and pregnant women Children and pregnant women 
New Mexico***   Children and pregnant women 
New York Children Children and pregnant women 
North Carolina Children Children and pregnant women* 
North Dakota Not Participating  
Ohio***   Children and pregnant women 
Oklahoma Not Participating  
Oregon Children Children* 
Pennsylvania Children Children and pregnant women 
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Rhode Island Children Children 
South Carolina Not Participating  
South Dakota Not Participating  
Tennessee Not Participating  
Texas Children Children* 
Utah Children Children* 
Vermont***   Children and pregnant women 
Virginia Pregnant women** 
Children 
Children and pregnant women* 
Washington Children Children and pregnant women 
West Virginia Children Children and pregnant women* 
Wisconsin Proposed Children and pregnant women 
Wyoming Not Participating Pregnant women 
This table was created based on information from the Centers for Medicare & Medicaid 
Services (2017).  
*These States cover children in Medicaid up to age 19. 
**Virginia is using 1115 demonstration to cover pregnant women. 
***These states are Medicaid/CHIP expansion programs. 
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Figure III-1. Trend in Children’s Overall Health Insurance Coverage Rates by Immigrant 
Generation, National Health Interview Survey, 2002-2008 
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Figure III-2. Trend in Children’s Public Health Insurance Coverage Rates by Immigrant 
Generation, National Health Interview Survey, 2002-2008 
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CHAPTER IV 
Family structure and longitudinal trajectories of routine medical and dental care 
utilization among children of immigrants  
 
Introduction 
 Family structure may have short- and long-term impacts on children’s utilization 
of routine health care services, which is critical in preventing the onset of life-threatening 
diseases and increasing future productivity (CDC, 2017). Although the largest body of 
research on family structure associated with routine care use has been cross-sectional, 
research has reported that children in married-parent households have higher rates of 
routine care visits, while children in cohabiting- and single-parent households tend to 
miss or delay routine medical and dental care (Bass & Warehime, 2011; Gorman & 
Braverman, 2008). The different levels of routine health care usage associated with 
family structure may have profound implications for children of immigrants—a 
population whose family interdependence and cohesion are fundamental for child 
wellbeing in light of challenges associated with immigrant status (Flores & Tomany-
Korman, 2008; Guendelman, Angulo, Wier, & Oman, 2005).  
 Although the relationship between family structure and routine care use has been 
well established among children in general (CDC, 2010), very little is known about short-
term and long-term effects of family structure on the pattern of routine care use among 
children of immigrants. Moreover, it is unknown whether the relationship between family 
structure and routine care use varies by immigrant generation, which is a significant 
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determinant of health care usage (Mosqueira, Hua, & Sommers, 2016; Perreira & 
Ornelas, 2011). Because families with different immigrant status face differential familial 
and institutional barriers in utilizing routine care (Bodenheimer & Grumbach, 2009; 
Mosqueira et al., 2016), the associations between family structure and routine care 
utilization may vary by immigrant generation.  
 One of the most frequently used frameworks for understanding children’s 
utilization of health care service is the Behavioral model developed by Andersen (1995). 
This conceptual framework uses a systems perspective to identify a range of individual, 
social, and environmental variables associated with decisions to seek care (Andersen, 
1995). In particular, the model (Andersen, 1995) applies feedback loops that allow for 
examination of longitudinal patterns of care use that occur with the passage of time as 
well as with changes in the external environments over time. Guided by the Behavioral 
model, this study uses longitudinal data to assess whether rates of routine dental and 
medical care usage vary by immigrant generation and family structure. Using growth 
curve modeling (Singer & Willett, 2003), this study estimated possible differences in 
trajectories of routine care use among first- and second-generation children of immigrants 
in married-, cohabiting-, and single-parent households in the context of recent changes to 
national health care policy and compared these trajectories to those of children of 
nonimmigrants.  
Background 
Behavioral model by Andersen (1995) 
 In understanding how behavioral and social characteristics influence the 
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utilization of health care services by immigrants, a great volume of research has used 
Andersen’s (1968, 1995) Behavioral model of health care service utilization (Akresh, 
2009; Aroian, Wu, & Tran, 2005; Johnson, Carroll, Fulda, Cardarelli, & Cardarelli, 2010; 
Miltiades & Wu, 2008; Siddiqi, Zuberi, & Nguyen, 2009). The fundamental components 
of the model suggest that population characteristics, which include three major 
categories--predisposing, enabling, and need factors--interact with one another and 
produce different levels of health care service utilization (Andersen, 1995). According to 
the model, predisposing factors represent the demographic and social characteristics of 
individuals or families that inherently impact use of health care, such as immigrant status, 
marital status, and race/ethnicity (Andersen, 1995). Enabling factors include resources 
that facilitate or hinder health care use, such as health insurance and family income 
(Andersen, 1995). Finally, need factors are perceived needs or evaluated needs for health 
care, including symptoms of illness, low-birthweight, and mental health status (Andersen, 
1995).  
 In 1995, the Behavioral model was revised to add an external environmental 
factor to account for emerging issues in health policy and health care service delivery that 
affect health care utilization (Andersen, 1995). Health outcomes were also added, and 
conceived of as a final product of the aforementioned three factors and as a product of 
health care service use. Importantly, the most recent iteration of the model applies 
feedback loops that capture the dynamic recursive cycles of health care use as a product 
of the interactions among the various factors (Andersen, 1995). The systematic approach 
of the Behavioral model (Andersen, 1995) makes it the most appropriate for this present 
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study taking into account all of the various individual and social factors and their 
interactions as a whole in the context of health policy environment in relation to 
behaviors leading to routine care use. In this light, the behavioral model (Andersen, 1995) 
provides a framework that illustrates how different levels of resources and challenges 
embedded in different family structure and immigrant status as well as policy changes 
interact with one another and produce routine care use at the initial status and rates of 
change in routine care use over time among children of immigrants. 
Family structure and routine care visits 
 Following broader national trends, cohabiting- and single-parent households make 
up a large share of immigrant families. Approximately 20% of first-generation children 
(foreign-born children with foreign-born parents) and 30% of second-generation children 
(U.S.-born children with foreign-born parents) live in single-parent households (Huang, 
Yu, & Ledsky, 2006). Currently, 45% of children of immigrants reside in cohabiting- or 
single-parent families (Landale et al., 2011). Despite the heterogeneity in family types 
among immigrant families, little attention has been paid to whether family structure 
influences trajectories of child outcomes among children of immigrants, including health 
care outcomes in particular. 
 Family structure, a vital predisposing characteristic to health care utilization, may 
shape patterns of routine care use (Andersen, 1995) among children of immigrants. 
Research points to different levels of parental financial and human capital in family 
structure as important predictors of child outcomes (Thomson & McLanahan, 2012). The 
presence of more income earners, more stable family environments, and greater parental 
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time have been associated with positive outcomes among children in married-parent 
households (Sigle-Rushton & McLanahan, 2002; Thomas & Sawhill, 2005; Ziol-Guest & 
Dunifon, 2014). On the contrary, due to the absence of a legally-established partner, 
fluctuations in parental involvement, and parents who are younger on average than their 
married counterparts, children of cohabiting and single parents are more likely to 
experience financial insecurity, less parental time, and heightened parental stress that are 
associated with poor child outcomes (Beck, Cooper, McLanahan, & Brooks-Gunn, 2010; 
Nepomnyaschy & Donnelly, 2015; Thomson & McLanahan, 2012).  
 Some cross-sectional studies (Bass & Warehime, 2011; Gorman & Braverman, 
2008) have documented that medical and dental routine care visits more frequently occur 
among children of married parents, while children of cohabiting and single parents tend 
to miss or delay routine medical and dental care due to lower socio-economic status 
(SES) and less parenting support (Bass & Warehime, 2011; Gorman & Braverman, 
2008). However, knowledge has been scarce on the role of family structure in 
longitudinal trajectories of children’s preventive care use.  
Immigrant generation: Familial & institutional barriers of health care use 
    As another important predisposing factor, immigrant generation may also impact 
the utilization of routine health care services (Andersen, 1995) due to varying levels of 
challenge faced by immigrants of different generations. Although little information is 
available based on longitudinal data, cross-sectional studies have demonstrated that first-
generation children have had considerably lower rates of routine medical and dental care 
use compared to U.S.-born children (Flores & Tomany-Korman, 2008; Guendelman, 
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Angulo, Wier, & Oman, 2005). The challenges faced by first-generation families, such as 
language barriers, poverty, and unfamiliarity with the U.S. health care system, are closely 
associated with children’s underuse of health care (Alegria et al., 2006; Bodenheimer & 
Grumbach, 2009; Capps, 2005; Dhooper, 2003; Flores, 2005; McLaughlin & Braun, 
1998; Mosqueira, Hua, & Sommers, 2016; Perreira & Ornelas, 2011). Moreover, external 
factors, such as state and federal health policy and the structure of the health care system 
(Andersen, 1995), strongly influence immigrant children’s use of health care services 
(Capps, 2005).  
 For instance, restrictions imposed by the 1996 welfare reform on lawfully residing 
immigrant children from participating in public health programs contributed to first-
generation children’s underuse of routine care (Balcazar et al., 2015; Graefe, Hasanali, 
De jong, & Galvan, 2015; Telleen et al., 2012; Vaughn & Jacquez, 2012). However, 
recent evidence demonstrated that routine care usage among children of immigrants has 
improved (Balcazar et al., 2015; Chen, Vargas-Bustamante, Mortensen, & Ortega, 2016; 
Courtemanche, Marton, & Yelowitz, 2016; Graefe et al., 2015) following the 
implementation of the Patient Protection and Affordable Care Act (ACA) (Álcala et al., 
2017; Blumenthal, Abrams, & Nuzum, 2015; Chen et al., 2016; Cooper, Kou, Schluchter, 
Dor, & Koroukian, 2016; Courtemanche et al., 2016; Golberstein et al., 2015; Wharam et 
al., 2016). Also, the Children’s Health Insurance Program Reauthorization Act 
(CHIPRA) of 2009 eased policy restrictions imposed by the 1996 welfare reform. This 
policy allowed states to provide Medicaid/CHIP to foreign-born immigrant children in 
low-income families regardless of their length of residency in the U.S. (Center for 
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Medicaid & Medicare, 2016), which directly increased first-generation children’s 
insurance rates (Heintzman et al., 2017; Schwartz, Chester, Lopez, & Popp, 2016) and 
subsequently routine care usage (Álcala et al., 2017; Chen et al., 2016; Courtemanche et 
al., 2016).  
 Second-generation children are more likely to have routine care checkups than 
their first-generation counterparts, as they have easier access to health care services and 
face fewer policy restrictions by virtue of being born as U.S. citizens (Álcala et al., 2017). 
Second-generation families also have higher average levels of English proficiency, SES, 
and familiarity with the U.S. health care system than first-generation families, facilitating 
their health care use (Burgos, Schetzina, Dixon, & Mendoza, 2005; Suro & Passel, 2003). 
Although different legal statuses among family members in some second-generation 
families prevent parents from utilizing routine care for their U.S.-born children, recent 
data show that second-generation families in general have recently experienced improved 
health care usage since the implementation of the ACA (Yun et al., 2014).  
 In contrast, children of U.S.-born parents do not face institutional restrictions or 
legal status issues in accessing routine care checkups. This group has had substantially 
higher rates of utilizing routine care services compared to both first- and second-
generation children (Capps, 2005; Graefe et al., 2015). 
The joint effects of family structure and immigrant generation on health care 
utilization 
 Although a lack of information hinders precise prediction of the effects of family 
structure on health care use among immigrant families over time, two cross-sectional 
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studies (Capps, 2005; Landale et al, 2011) have documented the joint effects of 
immigrant generation and family structure on poverty rates, which yield indirect evidence 
about the potential relationship between immigrant generation and family structure on 
use of routine care. They found that first-generation single-parent families have the 
highest poverty rates, and first-generation married parents have a higher poverty rate than 
second-generation single parents. At the same time, second-generation single-parent 
families have a higher poverty rate than U.S.-born married parents (Capps, 2005; Landale 
et al., 2011). Because SES and routine care visits are strongly associated (Gorman & 
Braverman, 2008; Heck & Parker, 2002), these findings — as well as theoretical 
consideration (Andersen, 1995) — suggest that utilization of routine care among children 
of immigrants could vary based on the combined effects of family structure and 
immigrant generation. 
 That is, first-generation families who experience the greatest number of 
challenges associated with their immigrant status may have lower levels of health care 
use than second-generation families or children of U.S.-born parents. Yet, within first-
generation families, underutilization of care could be most pronounced among single- and 
cohabiting-parent families due to their lower levels of family resources compared to 
married-parent families. While second-generation children in single- and cohabiting-
parent households may underuse routine care compared to children of married parents, 
they may have less difficulty accessing routine care than first-generation children due to 
lower levels of challenges associated with immigration. Similarly, children of U.S.-born 
single- and cohabiting-parent families may underutilize routine checkups compared to 
 
 
 
127 
their counterpart married-parent families. However, they may have higher initial 
utilization rates than their immigrant counterparts, as children of U.S.-born parents do not 
face the challenges of immigration in utilizing routine care services.  
The changes in the external environments and routine care use over time 
 Over time, the challenges that are associated with immigrant status and family 
structure and that impede preventive care could lessen, which might help immigrant 
cohabiting- and single-parent families’ access to routine health care as children age. For 
example, theories of acculturation (Berry, 1997) suggest that families may obtain higher 
levels of language proficiency, SES, and familiarity with the health care system which 
may facilitate access to routine checkups over time as their duration of residency in the 
U.S. increases (Flores, 2005; Perreira & Ornelas, 2011). Similarly, scholarly work on 
assimilation (Alba & Nee, 2009) suggests that immigrant families are likely to obtain 
knowledge and familiarity with the health care system and more accustomed to 
navigating access to routine care and adopt the norms of having regular routine checkups 
prevalent in the U.S. culture with more contact with the general culture over time. Thus, 
even though their level of routine checkups may be lower than U.S.-born families 
initially, the passage of time could be more likely to help immigrant families as their 
assimilation proceeds. However, given the number of familial and institutional barriers 
that foreign-born single- and cohabiting-parent households face, it is also possible that 
acculturation to the general norms and procedures of the U.S. health care culture could be 
especially difficult for these groups. Therefore, first-generation children with single and 
cohabiting parents might continue to fare worse in utilizing routine care over time. 
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Apart from the changes in routine care use that occur with the passage of time, 
changes to broader external environments such as the implementation of CHIPRA in 
2009 and the ACA in 2010 might also increase access to and use of routine care over 
time for immigrant families. Changes might be especially pronounced for children of 
immigrants in single- and cohabiting-households over time in part, because vulnerable 
groups were the explicit target of many of the specific policy changes initiated by these 
large-scale pieces of legislation (Yun et al., 2014). Improvements in the use of routine 
care would likely accompany the expansion of health insurance eligibility to recent 
immigrant children, provision of income subsidy assistance for coverage, creation of 
safer atmosphere to access health care, and outreach to immigrant communities that 
occurred with these legislative changes (Álcala et al., 2017; Blumenthal, Abrams, & 
Nuzum, 2015; Cooper et al., 2016; Golberstein et al., 2015; Saloner et al., 2014; Wharam 
et al., 2016). Consequently, as the full impact of the policy intervention is gradually 
realized, the most vulnerable immigrant single- and cohabiting-parent families may be 
positioned to more regularly access routine care as children age. 
Thus, depending on the period of study, first-generation children, especially first-
generation children in single- and cohabiting-parent families, may experience noticeably 
increased routine care checkups over time as they benefit from the number of recent 
changes to the system of health care delivery in this country and also experience typical 
changes that accompany processes of acculturation and assimilation. Similarly, children 
in single- and cohabiting-parent second generation families might eventually come to 
experience increased rates of routine care visits over time. However, it is also possible 
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that lack of stable parental involvement, lower familial capital, and challenges associated 
with their immigrant status may not be sufficient to drive increasing care use over time 
among these groups even with the policy intervention. So far, no cross-sectional or 
longitudinal data are available to support this proposition, making it difficult to predict 
how family structure plays a role in routine care use among children in different 
immigrant generations at the initial level and over time. 
 To this end, this study is based on the following research question: How do recent 
trajectories of routine care service use vary among children in different family structures 
and immigrant generations? More specifically, the objective of this study was to 
investigate initial status and longitudinal patterns of routine medical and dental care use 
among first- and second-generation children in married-, cohabiting-, and single-parent 
families compared to children in U.S.-born married-parent families. This study builds on 
the empirical body of scholarship on family structures and health and health care 
outcomes among children of immigrants using a nationally representative panel sample 
of children. 
Methods 
Data 
This study utilized data from the Early Childhood Longitudinal Study, 
Kindergarten Class of 2010-11 (ECLS-K 2011). The ECLS-K 2011 is a nationally 
representative panel study, developed by the National Center for Education Statistics. 
The survey collected data from a cohort of roughly 19,000 children beginning in 
kindergarten and continuing every year through the fifth grade, focusing on children’s 
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social, educational, and health outcomes. Significantly, data for the ECLS-K 2011 were 
collected in the wake of many of the large-scale policy changes described above, 
including the ACA and CHIPRA. Thus, the timing of data collection is such that one 
might see changes in the use of routine care among children of immigrants as the 
implementation of these policies was fully realized.   
The ECLS-K 2011 contains measures for routine medical and dental care service 
utilization in the first three waves, collected in the spring semesters of kindergarten, first, 
and second grade. Furthermore, it contains a large number of children of immigrants and 
a rich set of socio-demographic measures. Because a restricted-use data file contains 
information on children’s nativity, which is critical information to construct one of this 
study’s key variables, this study utilized the restricted-use data file for all analyses.  
Because sample size differed at each wave (Tourangeau et al., 2015), the analysis used an 
unbalanced panel of data. Among 46,200 cases where sample children lived with at least 
one parent, the final sample included 32,200 observations from 14,350 unique children 
and their families (use of the restricted data requires that all sample sizes be rounded to 
the nearest 50).  
Measures 
Family structure-Immigrant generation. The primary independent variable for 
this study is a combined measure based on two predisposing factors (Andersen, 1995): 
family structure and immigrant generation. This study first classified children by 
immigrant generations based on the nativity of children and parents (children of U.S.-
born parents for U.S.-born children with U.S.-born parents, second-generation children 
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for U.S.-born children with foreign-born parents, and first- generation children for 
foreign-born children with foreign-born parents), following a conventional approach 
(e.g., Harker, 2001).  Children in each category were then further grouped into three 
family structures (married-, cohabiting-, and single-parent families), using marital and 
residential status to identify family structure (e.g., Berger, 2004; Bzosetek & Beck, 
2011). The end result of this process was a categorical variable with nine immigrant 
generation-family structure groups3. Children of U.S.-born married parents served as a 
reference group for all analyses described below.  
Routine medical and dental care utilization. The main outcome in the behavioral 
model (Andersen, 1995) is utilization of health care services.  This study measured 
utilization of routine medical care based on the question, “How long has it been since 
child's last visit to a clinic, health center, hospital, doctor's office, or other place for 
routine health care?” Parents responded as “0” if a child never visited a care site, “1” if a 
child visited a care site more than a year ago, “2” if a child visited between six months to 
less than one year ago, and “3” if a child visited a care site less than six months ago. 
Following the recommendation from the American Academy of Pediatrics (AAP) for 
annual health and oral checkups for children in the middle-childhood (AAP, 2017), these 
responses were dichotomized to indicate “1” if a child received a routine health care 
checkup in the past 12 months and “0” otherwise. Likewise, this study measured 
                                                             
3 1) US-born married-parent families (reference group), 2) US-born cohabiting-parent families, 3) 
US-born single-parent families, 4) 2nd generation married-parent families, 5) 2nd generation 
cohabiting-parent families, 6) 2nd generation single-parent families, 7) 1st generation married-
parent families, 8) 1st generation cohabiting-parent families, and 9) 1st generation single-parent 
families.   
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utilization of routine dental care in the past 12 months based on the question “How long 
has it been since child's last visit to a dentist or dental hygienist for routine dental care?” 
By combining the four types of responses described above, a dichotomous variable was 
constructed to indicate “1” if a child had a routine dental care checkup in the past 12 
months and “0” if a child had not.  
Covariates. In keeping with the model’s framework (Andersen, 1995), in some 
analyses, the present study controlled for predisposing, enabling, and need factors that 
could confound the relationship between the main predictor and outcomes. Predisposing 
factors considered as control variables included: a child’s race/ethnicity, gender, parent’s 
age, parental education level, primary home language, and the number of children and 
adults in the household. Enabling factors included family income, parental employment 
status, and a child’s health insurance coverage. Need factors included a dichotomous 
indicator to assess whether a child experienced emotional or psychological difficulties in 
the past 12 months. This study also controlled for child’s general health status based on 
parents’ reports on a five-point scale indicating: “excellent”, “very good”, “good”, “fair”, 
or “poor” health. Table 1 provides descriptive information on all study variables on the 
pooled sample and by the study wave. 
 Analysis 
 Using growth curve modeling, this study assessed the initial rates of routine 
medical and dental care service use in kindergarten and change in the rates over time 
through the second grade. Growth curve modeling (Singer & Willett, 2003) has several 
useful features. Primarily, it allows for examination of cross-group differences in the 
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developmental trajectories and identification of population heterogeneity in the level of a 
health care behavior at a given time, as well as changes in that behavior over time (Singer 
& Willett, 2003). Thus, it is especially well suited for identifying heterogeneity in 
trajectories of health care use by the various family structure-immigrant generation 
groups in this study. As is typical in growth curve analyses, the rate of change in health 
care utilization was estimated by an interaction between study variables and a measure of 
time: for this study—child’s grade.  
 Also in keeping with typically practice, in order to improve interpretation, this 
study re-centered the measure of time. Because this study coded a child’s grade as “1” for 
kindergarten, “2” for first grade, and “3” for second grade, this study re-centered the 
measure of time by subtracting one in order to simplify interpretation, yielding intercepts 
that represent true initial status of children’s health care use in kindergarten (Singer & 
Willett, 2003). To further improve interpretation of the results, this study also re-centered 
all time-varying continuous measures by subtracting their means (Singer & Willett, 
2003).  
 This study used linear mixed effect models for all analyses, with random 
intercepts. In addition, because initial status of utilization rates can vary and utilization 
rates can grow or decline differently among sample children over time, this study allowed 
slopes of the time measure to vary randomly. Following convention, this study first 
estimated uncontrolled models to examine the relationship between trajectories of health 
care utilization and the main predictor and to explore average rates of growth or decline 
of the outcomes. Second, this study estimated intermediate models by adding basic 
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family and child covariates including child’s race/ethnicity, gender, parental age, and the 
number of children and adults in the households to assess whether basic family 
characteristics affected the relationships between routine care use and the study’s 
predictor. Third, this study estimated full models by adding all control variables to the 
models to examine if any population and social characteristics confounded the 
relationship between the outcomes and the main predictor.  
 Though the ECLS-K 2011 is a large and nationally representative panel dataset 
with large numbers of children of immigrants, the separation of children into various 
immigrant generation/family structures created some small groups, resulting in concerns 
that analyses could be underpowered. Because of relatively small numbers of cohabiting- 
and single-parent families among immigrant households in the data (shown in the 
descriptive analysis, see Table 1), this study replicated the main analyses after altering 
the primary independent variable by collapsing first- and second-generation children of 
immigrants into a single group. The alternative predictor consists of six categories: U.S.-
born married families, U.S.-born cohabiting-parent families, U.S.-born single-parent 
families, immigrant married-parent families, immigrant cohabiting-parent families, and 
immigrant single-parent families. Children of U.S.-born married parents served as a 
reference group for these analyses as well.  
 The Stata version 14 statistical software package was employed for all analyses. 
For all models, this study measured goodness-of-fit, using Akaike information criteria 
(AIC), Bayesian information criteria (BIC), and deviance (-2 log-likelihood) (Singer & 
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Willett, 2003). Lower values of these criteria indicate better model fit (Singer & Willett, 
2003). 
Results 
   Table IV-1 illustrates the socio-demographic characteristics of the pooled children 
sample and by grade. About 29% of children were (first- or second-generation) children 
of immigrants in the sample, and of these a large proportion (93%) were second 
generation. Children became healthier as they aged; however, they appeared to 
experience higher rates of emotional difficulties over time. The pattern showed that 
cohabitation and single parenthood increased among second generation immigrant 
families as children aged. While utilization of preventive medical care decreased among 
children sample in general, preventive dental care use increased as children reached 
higher grades. 
 Table IV-2 presents results from analyses examining associations between family 
structure and immigrant generation and children’s routine medical checkups. The table 
shows associations with the initial rate of routine medical check-ups and changes in this 
rate over time. In the uncontrolled model, the coefficients for children’s grade apply to 
children in U.S.-born married-parent families (the reference group). The results from the 
uncontrolled model showed that increasing grade was significantly associated with 
decreased rates of routine medical care visits for children in U.S.-born married-parent 
families (coefficient= -0.029, p<0.0001). The results showed that initial rates of medical 
care use were significantly lower for second-generation children of cohabiting parents 
and first-generation children of married parents (coefficient= -0.067, p<0.05 and 
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coefficient= -0.066, p<0.05, respectively) compared with children of U.S.-born married 
parents, yet comparable rates of change in routine medical care over time.  The initial 
rates of medical care use for second-generation children of married parents (coefficient= -
0.022, p<0.05) were also significantly lower than children of U.S.-born married parents. 
However, their use of routine medical care decreased at a significantly slower rate over 
time (-0.029 + 0.011= -0.018) than the similar change for children of U.S.-born married 
parents (-0.029).  
 The results from the intermediate model which included basic child and family 
control variables including child’s race/ethnicity, gender, parental age, and the number of 
children and adults in the households were almost identical to the results from the 
uncontrolled models. The coefficients attached to the study’s main predictor were largely 
unchanged from the uncontrolled models in terms of initial rates and changes in the rates 
of routine medical checkups over time as well as initial rates and changes in the rates of 
routine dental checkups. This was also true for the models that collapsed the immigrant 
children groups. Thus, the inclusion of the basic family and child covariates had little 
effects on findings, and results were not meaningfully different from the results from the 
uncontrolled models. For this reason, results from the intermediate models are not 
reported in the Tables, but they are available upon request. 
 In the full model with the inclusion of all control variables, the coefficients for 
child grade indicating initial status and change over time differ from the uncontrolled 
model and instead refer to children of U.S.-born married parents who are average with 
respect to all of the re-centered continuous measures and belong to the omitted category 
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for the rest of the control variables. The results from the full model showed that 
increasing grade was significantly associated with decreased rates of routine medical care 
use for these children over time (coefficient= -0.107, p<0.0001). The results from the full 
model showed that second-generation children of married parents had a significantly 
lower initial rate of routine medical checkups (coefficient= -0.023, p<.05) compared to 
children of U.S.-born married parents. However, their routine medical care use had more 
gradual decreases over time than those of children of U.S.-born married parents (0.015, 
p<.05). First-generation children of married parents also appeared to have a lower initial 
rate and less pronounced decreases in routine medical care use over time compared to 
children of U.S.-born married parents, yet the associations were only marginally 
significant (p<0.10). Reductions in model fit statistics (deviance, AIC, and BIC) 
indicated superior fit for the full model. This was true for all subsequent fully controlled 
models in comparison to their appropriate uncontrolled models. 
 Table IV-3 displays the full results from the uncontrolled and full models 
estimating the relationship between routine dental checkups and the predictors. The 
results from the uncontrolled models showed that increasing grade was associated with 
significantly increased rates of routine dental checkups for children of U.S.-born married 
parents over time. 
First-generation children of married parents had a significantly lower initial rate 
of dental checkups (coefficient=-0.183, p<0.0001) compared to children of U.S.-born 
married parents. However, their routine dental care use increased at a significantly greater 
rate as children reached higher grades (0.016 + 0.028=0.044) than those of children of 
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U.S.-born married parents. Meanwhile, first-generation children of single parents 
(coefficient=-0.264, p<0.01) and second-generation children of married parents 
(coefficient=-0.024, p<0.05) had significantly lower initial rates of having dental 
checkups than the reference group, but comparable rates of change in routine dental 
checkups over time. Likewise, children of U.S.-born single parents significantly 
underutilized dental care initially (coefficient=-0.037, p<0.01) compared to the reference 
group, yet their rate of growth in dental care checkups was also not significantly different 
from that of the reference group.  
 The results from the full models showed that increasing grade was associated with 
significantly decreased rates of routine dental checkups for children of U.S.-born married 
parents with average values of all continuous measures who also belonged to the omitted 
category for the rest of control variables. Importantly, the results showed that first-
generation children of married parents had a significantly lower initial routine care use 
(coefficient=-0.167, p<0.0001) than children of U.S.-born married parents. However, 
their rates of routine dental care use increased over time compared to children of U.S.-
born married parents. First-generation children of single parents appeared to significantly 
underutilize routine dental care initially (coefficient= -0.242, p<0.01) compared to 
children of U.S.-born married parents, but their rate of use of dental care did not change 
over time.   
 To address concerns about limited statistical power for some of the immigrant 
generation-family structure combinations in the previous Tables, Table IV-4 presents 
results from analyses examining associations between routine medical care use and 
 
 
 
139 
family structure among children of immigrants after collapsing first- and second-
generation children groups. The interpretation of these results also incorporated the 
results from the predicted trajectories of routine medical and dental care utilization by 
family structure after collapsing immigrant children groups among the full sample, 
controlling for covariates. The results from the uncontrolled model showed that 
increasing grade was significantly associated with decreased rates of routine medical care 
use for children in U.S.-born married-parent families. Initial rates of medical care use 
were significantly lower for children of immigrant married parents (coefficient= -0.026, 
p<0.05) compared with children of U.S.-born married parents, yet their use of routine 
medical care significantly decreased over time at a less pronounced rate compared to 
children of U.S.-born married parents (-0.026 + 0.012= -0.017). The initial rates of 
medical care use for children of immigrant cohabiting parents (coefficient= -0.067, 
p<0.05) were also significantly lower than the reference group, but they experienced 
comparable change in the rates of routine medical care use over time compared with the 
reference group.   
 In the full model, increasing grade was associated with significantly decreased 
rates of routine medical checkups for children of U.S.-born married parents with average 
values of all continuous measures who are also an omitted category for the rest of 
covariates. Initial rates of medical care use were significantly lower for children of 
immigrant married parents (coefficient= -0.051, p<0.05) compared with children of U.S.-
born married parents, yet they had more gradual decreases in routine medical care use 
over time. Children of immigrant cohabiting parents appeared to have a lower initial rate 
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and less pronounced decreases in routine medical care use over time compared to 
children of U.S.-born married parents, but these associations were only marginally 
significant (p<0.10). 
 Last, Table IV-5 displays the full results from the uncontrolled and full models 
estimating the relationship between routine dental checkups and the predictor that 
collapsed the immigrant children groups. The results from the uncontrolled model 
showed that rates of routine dental checkups for children of U.S.-born married parents 
increased significantly over time.  Children of immigrant married parents and children of 
U.S.-born single parents had significantly lower initial rates of having dental checkups 
(coefficient=-0.036, p<0.0001 and coefficient=-0.037, p<0.0001, respectively) compared 
to children of U.S.-born married parents. However, the changes in the rates of routine 
dental care over time were comparable to those of children of U.S.-born married parents.  
 The results from the full models showed that increasing grade was associated with 
significantly decreased rates of routine dental checkups for children of U.S.-born married 
parents with average values of all continuous measures who are also an omitted category 
for the rest of covariates. Children of immigrant married parents appeared to significantly 
underutilize dental routine care initially (coefficient= -0.029, p<0.05) than the reference 
children group. Although their rates of dental checkup appeared to increase at greater 
rates than children of U.S.-born married parents, these associations were only marginally 
significant (p<0.10) 
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Discussion 
 The current study provides the first examination of the role of family structure in 
longitudinal trajectories of routine medical and dental care utilization among children of 
immigrants using a nationally representative panel sample. The findings across the 
models examining both routine medical and dental care utilization found that despite 
initially lower levels of care, children of immigrants living with married parents either 
decreased their use of routine care more slowly over time or increased their levels of care 
relative to children living with married US-born parents.  Though coefficients were 
sometimes only marginally significant (p<.10), a similar pattern appeared in 
supplemental analyses (Tables IV-4 and IV-5) after collapsing the immigrant children 
groups. The analyses based on dental care (Table IV-3) use showed that despite lower 
initial status, first-generation children of married parents experienced increased routine 
dental checkups at a greater rate than children of U.S.-born married parents over time. 
This pattern was also seen in the association (although marginally significant) after 
collapsing first- and second-generation children. The analyses pertaining to routine 
medical care use (Table IV-2) showed that although initial rates of routine medical 
checkups were lower, second-generation children of married parents had more gradual 
decreases in utilizing routine medical care than children of U.S.-born married parents. 
This was also the case for the analyses that collapsed the immigrant children groups 
(Table IV-4). In the main analyses (Table IV-4), similar results were evident for children 
living with first-generation married parents, though associations were only marginally 
significant (p<.10).   
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 Despite the fact that recent large-scale policy changes were largely targeted at 
more vulnerable groups, these findings may reflect that married-parent families with 
relatively more familial resources could use those resources to their advantage over time 
as they gain familiarity with the U.S. health care system through acculturation and take 
advantage of a favorable policy climate. Two immigrant parents may work together to 
navigate the complex U.S. health care system and seek means to secure health care for 
their children. For example, among families with limited English proficiency, two parents 
may be better able to seek out care sites, schedule appointments, and communicate with 
health care providers than a single parent with linguistic barriers. Married parents with a 
legal status issue may have higher chances of accessing health care than single parents 
with a similar issue. Moreover, consistent availability of two parent figures and stable kin 
supports might make it easier to manage routine care visits relative to cohabiting- or 
single-parent families (Waite & Gallagher, 2000). In addition, acquiring routine care for 
children requires considerable resources, including time taken off from work and 
transportation to a site of care, which have been found to be major obstacles for Latino 
immigrant families in utilizing regular pediatric dental care (Cortes, Reategui-Sharpe, 
Spiro, & Garcia, 2012). Immigrant families without the stable resources of married 
parents may find these tasks relatively more difficult. In this light, as the full impacts of 
ACA and CHIPRA are realized, it is likely that children of immigrants in married-parent 
families would see more improvements in utilizing routine care for their children.  
  According to previous research, the policy intervention via active outreach to 
immigrant communities and creation of safer atmospheres to use health care may 
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encourage immigrants to more regularly visit routine care (Blumenthal et al., 2015; Chen 
et al., 2016; Cooper et al., 2016; Courtemanche et al. 2016; Golberstein et al., 2015; 
Wharam et al., 2016). The findings in these studies broadly corroborate the results from 
routine medical and dental care use in that immigrant families experienced improved 
routine care use under the ACA and CHIPRA. 
 Meanwhile, the findings demonstrated that although first-generation children of 
single parents had a significantly lower initial level of utilizing routine dental care, the 
growth in the rates of dental checkups did not significantly differ from children of U.S.-
born married parents over time. It indicates that first-generation children of single parents 
disproportionately underutilized routine care and continued to fare worse over time. This 
finding stands in contrast to the greater rates of increases in dental checkups among 
children of married parents in first-generation households. As described above, this might 
potentially indicate that relatively lower levels of family capital embedded in single-
parent households may not be sufficient enough to increase children’s routine care use 
even in the context of a favorable policy environment.  
 Lastly, the findings in this study raise a question of why improvements in routine 
dental checkups appear to be more pronounced than those in routine medical care use 
among immigrant families.  One potential explanation may be that prior to recent policy 
changes, a large share of foreign-born children had lacked dental insurance and missed 
routine dental visits (Huang et al., 2006; Yun et al., 2014). Thus, immigrant families 
obtaining access to dental care through the ACA or CHIPRA may have experienced an 
unprecedented opportunity to have dental checkups, leading to increases in dental care 
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utilization relative to medical care utilization over time. Recent research based on cross-
sectional data reported that rates of routine dental care use were higher among low-
income Latino immigrant children than low-income nonimmigrant children, owing to 
increases in Medicaid enrollment and reimbursements (Yun et al., 2014), which may lend 
some insight to this study’s findings. However, further in-depth research is required to 
explore why routine care usage between medical and dental care differ among children of 
immigrants. Future study can thus be used to promote children’s routine medical care 
visits among children of immigrants in diverse family structures.  
 This study contains some limitations. It is possible that the small sample size of 
first-generation children of single and cohabiting parents might not have provided 
adequate statistical power to detect true effects on the health care utilization outcomes. 
However, the results from the analyses that collapsed the immigrant children groups 
generally support the general interpretation of the findings in this study. Due to a lack of 
data, this study could not control for parental transportation means, geographical 
distances to routine care sites, and cultural differences in health practice and health 
behaviors, all of which could affect routine care service usage. Also, this study used only 
three waves of data where the measures of routine care use were available. Thus, more 
waves of data could lend some different insights to trajectories of routine care among the 
study’s sample. Lastly, this study did not examine direct effects of the ACA and CHIPRA 
on the study’s outcomes in the analyses, but these policy contexts were used to 
understand health behaviors in utilizing care over time. Future research may use different 
analytic approaches in investigating direct effects of health policy on children of 
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immigrants in various family structures in relation to patterns of routine care utilization. 
Implication 
 This study is the first study to examine the longitudinal trajectories of utilization 
of routine medical and dental care services among children of immigrants in various 
family structures. The findings showed that family structure plays a critical role in 
shaping trajectories of routine medical and dental care use among children of immigrants. 
The findings confirm much prior research demonstrating that married-parent families 
generally have significant advantages over other family types in utilizing routine 
pediatric health care services (CDC, 2010; Chen et al., 2016), even among immigrant 
families. These findings can inform program development by directing attention to 
promoting routine care use among children in single- and cohabiting-parent families 
through raising awareness of available public and community health care resources. In 
the policy realm, legislative advocacy can seek additional support for immigrants’ parents 
in utilizing routine medical care services for their children. American society is 
witnessing historically high rates of health care utilization among its immigrant 
population. However, recent anti-immigrant sentiments could reverse the trend of 
increasing utilization of health care services among immigrant families. Legislative 
advocacy can also seek to prevent the rollback of pro-immigrant policies that have 
contributed to this rise in immigrants’ health care utilization. 
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Table IV-1. Family and Child Characteristics on the Pooled Sample and by Child’s Grade in School (n=14,350 Unique 
Children) 
Variable Name Range Full sample 
(N=32,200) 
 Kindergarten 
 (n=10,000) 
 1st grade 
(n=11,500) 
 2nd grade 
(n=10,650) 
Utilized routine medical care services 0-1 0.893  0.928  0.877  0.876 
Utilized routine dental care services 0-1 0.906  0.894  0.909  0.924 
Immigrant generation – Family structure  0-1 Mean  Mean  Mean  Mean 
     US-born married parents 0-1 0.511  0.543  0.496  0.497 
     US-born cohabiting parents 0-1 0.046      0.046      0.047     0.043      
     US-born single parents 0-1 0.153      0.154      0.152     0.151      
     2nd generation married parents 0-1 0.214     0.195     0.222      0.223     
     2nd generation cohabiting parents 0-1 0.024  0.019   0.026      0.026     
     2nd generation single parents 0-1 0.031      0.024      0.032     0.036     
     1st generation married parents 0-1 0.020  0.016    0.022     0.019    
     1st generation cohabiting parents 0-1 0.001      0.001  0.001      0.001      
     1st generation single parents 0-1 0.003  0.002     0.003      0.003     
Child is white† 0-1 0.523  0.557  0.510  0.506 
     Black 0-1 0.102     0.107       0.100      0.100     
     Hispanic  0-1 0.241    0.208      0.253      0.259     
     Asian  0-1 0.078     0.070     0.083        0.082    
     Other  0-1 0.055      0.058      0.055     0.053    
Child is male† 0-1 0.511      0.511      0.510      0.510     
Child’s health is excellent† 0-1 0.583  0.622  0.579  0.551 
     Very good  0-1 0.280      0.257      0.285      0.295    
     Good  0-1 0.115  0.100     0.116     0.128     
     Fair  0-1 0.021  0.019      0.019     0.024     
     Poor  0-1 0.001  0.001      0.001     0.001     
Child experienced emotional difficulties 0-1 0.079  0.063  0.074  0.091 
Child has health insurance† 0-1 0.954     0.953     0.944      0.965     
Child has emotional difficulties 0-1 0.076      0.063      0.074      0.091    
Parent’s age (in years)  18-77 35.75   34.56   35.73    36.88 
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(6.73)     (6.64)    (6.65)   (6.71) 
Parent has college degree† 0-1 0.368  0.418  0.361  0.365 
     Some college  0-1 0.309      0.320      0.306     0.302    
     High school diploma  0-1 0.203      0.192     0.210      0.208    
     Less than high school 0-1 0.119     0.108      0.123     0.126     
Family income (in dollars) 2,714-
217,135    
76,027  
(60,573)     
 75,999   
(59,466)   
 74,830  
(60,309)  
 77,345 
(61,852) 
Full time work† 0-1 0.444  0.418  0.444  0.469  
     Part time work   0-1 0.219      0.215      0.219      0.225     
     Not working 0-1 0.336      0.367      0.337     0.306     
Number of adults 1-8 2.1   
(0.7)      
 2.1 
(0.7)     
 2.6     
(1.1) 
 2.1     
(0.7)          
Number of children 1-14 2.5 
(1.1) 
 2.5   
(1.1)             
 2.1     
(0.7)          
 2.6 
(1.1) 
Home language is English† 0-1 0.825  0.850  0.815  0.817 
     Foreign-language  0-1 0.165  0.139      0.175       0.179     
     Cannot choose primary 0-1 0.008  0.010       0.011     0.004     
† Reference group 
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Table IV-2. Results from Growth Curve Analysis from Routine Medical Checkups on the Full Sample (32,200 
Observations among 14,350 Unique Children) 
 Routine Medical Checkup 
Variables Uncontrolled model Full model 
 Initial Status Δ Over time Initial Status Δ Over time 
Children’s Grade .948***    -.029***    .943*** -.107***    
US-born married parents†     
     US-born cohabiting parents .0170    .001    .023  -.003   
     US-born single parents .0194    -.001    .021   -.004   
     2nd generation married parents -.022*    .011*    -.023*    .015*      
     2nd generation cohabiting parents -.067*    .037     -.052   .034   
     2nd generation single parents .001    .004    .008   .005     
     1st generation married parents -.066*    .018   -.065+    .029+    
     1st generation cohabiting parents -.051    .047   -.059   .073   
     1st generation single parents -.085   .022   -.065   .031   
Child is white†     
     Black   .030***     
     Hispanic    .011+     
     Asian    .004    
     Other    .010    
Child is male†   -.002    
Child’s health is excellent†     
     Very Good    .012   .002   
     Good    .008   .003   
     Fair    -.016   .023   
     Poor    -.071   .059   
Child has health insurance†   .022   .064***    
Child has emotional difficulties   -.008   .015+     
Parent’s age (in years)    -.000   .000   
Parent has college degree†     
     Some college    -.017   .008  
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     High school diploma    -.020   .014*    
     Less than high school   -.006  .002  
Family income (in dollars)   0.000 0.000 
Full time work†     
     Part time work     -.026*    .013*    
     Not working   -.013    .010*     
Number of adults   .001   -.000  
Number of children   -.002   -.002   
Home language is English†     
     Foreign-language    -.004   -.001   
     Cannot choose primary   .071   -.058*    
     
Goodness of Fit     
Deviance 14122.73  13697.33  
AIC 14158.73     13819.33     
BIC 14309.59  14330.56  
     
†Children of U.S.-born two-parent families are the reference group. 
+p<.10, *p<.05, **p<.01, ***p<.001 
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Table IV-3. Results from Growth Curve Analysis from Routine Dental Checkups on the Full Sample (32,200 
Observations among 14,350 Unique Children) 
 Routine Dental Checkup 
Variables Uncontrolled model Full model 
 Initial Status Δ Over time Initial Status Δ Over time 
Children’s Grade .891***   .016***   .844*** -.038***    
US-born married parents†     
     US-born cohabiting parents -.037+   .004    -.011     .002    
     US-born single parents -.037**    .002    -.015    .003    
     2nd generation married parents -.024*    .001   -.022     .008   
     2nd generation cohabiting parents -.022 -.002   -.006    .001    
     2nd generation single parents .019  -.017    .028    -.009    
     1st generation married parents -.183***   .028*    -.167*** .044**   
     1st generation cohabiting parents .009   -.086    .093     -.051    
     1st generation single parents -.264**   .041    -.242** .051    
Child is white†     
     Black   .012+     
     Hispanic    .016**     
     Asian    -.027**     
     Other    -.001     
Child is male†   -.001    
Child’s health is excellent†     
     Very good    -.006     .001    
     Good    -.017    .003    
     Fair    .027    -.019    
     Poor    -.162   .038  
Child has health insurance†   .062**    .050***    
Child has emotional difficulties   -.018    .007    
Parent’s age (in years)    .001+    -.000    
Parent has college degree†     
     Some college    -.024*    .004    
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     High school diploma    -.036**    .004    
     Less than high school   -.039*    .008   
Family income (in dollars)   .000**    .000 
Full time work†     
     Part time work     .005    -.002   
     Not working   .005    -.003   
Number of adults   -.011+    .004+    
Number of children   .003    .000    
Home language is English†     
     Foreign-language    .035*    -.011     
     Cannot choose primary   .003    -.019   
     
Goodness of Fit     
Deviance 8161.65  7462.76  
AIC 8205.65      7584.76      
BIC 8390.00  8095.89  
     
†Children of U.S.-born two-parent families are the reference group. 
+p<.10, *p<.05, **p<.01, ***p<.001 
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Table IV-4. Results from Growth Curve Analysis from Routine Medical Checkups on the Full Sample (32,200 
Observations among 14,350 Unique Children) after Collapsing the Immigrant Children Groups 
 Routine Medical Checkup 
Variables Uncontrolled model Full model 
 Initial Status Δ Over time Initial Status Δ Over time 
Children’s Grade .948***    -.029***    .938***    -.105***    
US-born married parents†     
     US-born cohabiting parents .017    .001   .023   -.003   
     US-born single parents .019   -.001   .021  -.004   
     Immigrant married parents -.026*    .012*    -.025*    .015*    
     Immigrant cohabiting parents -.067*    .038   -.051+    .035+    
     Immigrant single parents -.006  .005    .003 .006   
Child is white†     
     Black   .029***     
     Hispanic    .012+     
     Asian    .003    
     Other    .010    
Child is male†   -.002    
Child’s health is excellent†     
     Very good    .012    .002   
     Good    .008  .003    
     Fair    -.015   .022   
     Poor    -.069    .058   
Child has health insurance†   .026  .062***    
Child has emotional difficulties   -.008   .015*    
Parent’s age (in years)    -.000  .000   
Parent has college degree†     
     Some college    -.016  .008    
     High school diploma    -.019   .014*    
     Less than high school   -.004   .001  
Family income (in dollars)   0.000 0.000 
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Full time work†     
     Part time work     -.027*     .013*    
     Not working   -.013    .010*    
Number of adults   .001   -.000   
Number of children   -.002   -.002   
Home language is English†     
     Foreign-language    -.007   -.000   
     Cannot choose primary   .070   -.058*    
     
Goodness of Fit     
Deviance 14130.59  13702.24  
AIC 14160.59      13812.24     
BIC 14286.30  14273.18  
     
†Children of U.S.-born two-parent families are the reference group. 
+p<.10, *p<.05, **p<.01, ***p<.001 
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Table 5. Results from Growth Curve Analysis from Routine Dental Checkups on the Full Sample (32,200 
Observations among 14,350 Unique Children) after Collapsing the Immigrant Children Groups 
 Routine Dental Checkup 
Variables Uncontrolled model Full model 
 Initial Status Δ Over time Initial Status Δ Over time 
Children’s Grade .891***    .016***    .834***    -.035**    
US-born married parents†     
     US-born cohabiting parents -.037+    .004   -.011   .002   
     US-born single parents -.037***    .002   -.014   .002  
     Immigrant married parents -.037***     .003   -.029*    .010+    
     Immigrant cohabiting parents -.019   -.005  .002    -.002   
     Immigrant single parents -.006   -.012   .009  -.005   
Child is white†     
     Black   .012+     
     Hispanic    .018  
     Asian    -.031    
     Other    -.000    
Child is male†   -.001    
Child’s health is very good    -.007    .001  
     Good    -.016   .002   
     Fair    .028   -.019  
     Poor    -.158   .038   
Child has health insurance†   .072*** .047***    
Child has emotional difficulties   -.019  .007  
Parent’s age (in years)    .001+     -.000   
Parent has college degree†     
     Some college    -.022+    .004  
     High school diploma    -.033*    .004   
     Less than high school   -.032+     .006    
Family income (in dollars)   0.000** 0.000 
Full time work†     
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     Part time work     .005   -.002  
     Not working   .003  -.003    
Number of adults   -.012+    .005+     
Number of children   .005  -.000  
Home language is English†     
     Foreign-language    .025  -.009   
     Cannot choose primary   .002   -.018   
     
Goodness of Fit     
Deviance 8270.03  7540.45  
AIC 8302.03     7650.45      
BIC 8436.12  8111.39  
†Children of U.S.-born two-parent families are the reference group. 
+p<.10, *p<.05, **p<.01, ***p<.001 
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CHAPTER V 
Conclusion to the Dissertation 
This dissertation is the first study to examine the role of family structure on 
health, health insurance coverage, and health care service utilization among children of 
immigrants in different immigrant generations. This dissertation consists of three projects 
and sought to answer three research questions: (1) what are the joint effects of immigrant 
generation and family structure on children's health outcomes, (2) what is the relationship 
between state policy variation in Medicaid/CHIP expansion and health insurance 
coverage among children of immigrants in cohabiting- and single-parent families, and (3) 
what are the longitudinal trajectories of routine care utilization among children of 
different immigrant generations and family structures?  
Overall findings of the dissertation 
The overall findings of this dissertation suggest that there is a significant 
relationship between family structure and children’s health, health insurance coverage, 
and patterns of routine care use among immigrant families. This dissertation found that 
second-generation children of single parents are less likely to be in excellent or very good 
health, and second-generation children of cohabiting parents have higher risk of being 
overweight or obese, compared to children of U.S.-born married parents. Thus, these 
findings identify a subgroup among immigrant families that is vulnerable to adverse 
health. Another finding is that first-generation children of single and cohabiting parents 
residing in 33 Medicaid/CHIP eligibility expansion states had the greatest gains in overall 
and public health insurance coverage through Medicaid/CHIP expansion compared to 
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their counterpart children in non-expansion states. Also, this policy change was 
associated with improved overall health insurance coverage among second-generation 
children in single-parent families. Therefore, this dissertation demonstrates that 
Medicaid/CHIP expansion benefits vulnerable immigrant families with lower familial 
capital. Lastly, a notable finding of this dissertation is that children of immigrants with 
married parents had most advantage in utilizing routine dental and medical care over time 
despite their lower initial rates of care use, compared to children of U.S.-born married 
parents. Although first-generation children with single parents had lower initial status of 
dental checkups as well, their rates of change in care use did not significantly increased 
unlike their counterpart children with married parents. Thus, this dissertation documents 
the differential impacts of family type in utilizing routine care services among immigrant 
families over time.  
In addition to the findings about health and health care among children of 
immigrants in different family structures offered in the three papers, the findings from the 
papers align around multiple broad themes. This dissertation also raises some important 
questions that should be considered in future research. 
Vulnerability among children of immigrants in single- and cohabiting-parent 
families 
One new insight offered by this dissertation is that children of immigrants with 
single and cohabiting parents possess continued vulnerabilities to negative health and 
access to health care. The findings demonstrate independent relationships between 
heightened risk for negative health and second-generation children in single- and 
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cohabiting-parents families. Although this dissertation documents interesting evidence 
that children of immigrants in single- and cohabiting-parent families benefited from the 
Medicaid/CHIP expansion, the large disparities in health insurance coverage and routine 
care use by nativity and family structure still remain after implementation of the ACA 
and CHIPRA. These findings may point to a recursive cycle in which lower levels of 
health insurance coverage lead to underutilization of routine care, which ultimately affect 
health among children of immigrants in single- and cohabiting-parent families.  
Based on previous literature, earlier sections of this dissertation hypothesized that 
relatively inadequate family capital and challenges associated with immigrant status 
among children of immigrants with single and cohabiting parents might hinder access to 
health care and pursuit of better health. While it is critical to understand the underlying 
context behind the health and health care vulnerabilities of children of immigrants in 
single- and cohabiting-parent families, this exceeds the scope of these papers. Thus, 
future research is necessary to answer questions about “why” children of immigrants in 
such households have worse health and health care accessibility. In-depth research should 
further investigate familial, social, and institutional factors as well as cultural factors that 
appear to make children of immigrants in single- and cohabiting-parent households 
vulnerable to poorer health and access to health care. Work should also be directed to 
investigating why improvements in health insurance coverage among immigrants do not 
appear to be linked to utilization of routine care services among this vulnerable 
immigrant family group and to identify their specific challenges in utilizing routine care 
services. This is notable because it identifies that children of immigrants in single- and 
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cohabiting-parent families are at greater health and health care risk and informs social 
work program development to direct attention to the importance of promoting and 
providing health care to this vulnerable group. 
Recent policy interventions and improved wellbeing  
The promising impact shown by policy interventions, such as the ACA and 
CHIPRA, found in this dissertation is particularly meaningful given the current political 
environment. Broadly consistent with previous research (Blumenthal et al., 2015; Chen et 
al., 2016; Cooper et al., 2016; Courtemanche et al. 2016; Golberstein et al., 2015; 
Wharam et al., 2016), the findings of this dissertation provide compelling evidence that 
recent policy intervention impacts access to health care among children of immigrants in 
various family arrangements. Children of immigrants with single and cohabiting parents, 
first-generation children in particular, showed the greatest gains in overall health 
insurance coverage through state-based Medicaid/CHIP expansions compared to their 
counterpart groups in non-expansion states. The policy treatment had positive spillover 
effects among second-generation children, who were not a direct target population of the 
policy intervention. In addition, children of immigrants in married-parent families 
achieved improved routine care use over time during the post-ACA period. This indicates 
that policy interventions designed to improve access to health care may reduce the key 
gaps driven by family structure as well as immigrant status. Given how policy 
restrictions, such as the 1996 welfare reform, have contributed to disproportionately 
lower health insurance coverage and health care use in the past (Balcazar et al., 2015; 
Graefe et al., 2015), the improved access to care among some immigrant families 
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reported in Chapter III and IV in this dissertation provide evidence to support future 
similar efforts.  
Longitudinal studies should examine whether these improvements in insurance 
coverage and routine care use are continued past the years following implementation of 
the ACA and CHIPRA studied in this dissertation, using various analytic approaches that 
are different from the approaches used in this dissertation. Additional studies should 
focus on investigating the impact of immigrant-targeting health policy interventions to 
build evidence to challenge anti-immigrant policies that threaten the wellbeing of 
children of immigrants.  
Family structure matters for children of immigrants 
The most significant insight offered in this dissertation based on cross-sectional 
and longitudinal data is that family structure plays a critical role in shaping health, health 
insurance coverage, and routine care service utilization among children of immigrants. 
Across three papers, the findings revealed that health conditions, insurance coverage 
ownership, and health care usage varied by specific family structure among immigrant 
families. Remarkably, findings demonstrated that the heterogeneity in health and health 
care of children of immigrants is masked when family structure is not taken into account. 
In other words, the differential status of health and health care among children of 
immigrants is strongly driven by family structure. This valuable information could 
contribute to developing policies and practices better tailored to meet the needs of 
specific immigrant families.  
Importantly, many of the worse health and health care outcomes for children of 
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immigrants living with single or cohabiting parents persisted after controlling for factors, 
such as household income, insurance coverage, parental education, parental work status, 
and child race/ethnicity. This implies that certain unobserved components of family 
structure yield specific benefits or damages. Future study should delve into identifying 
unexplored protective and risk factors embedded in family structure that drive differences 
in child outcomes. Future research could replicate these three papers with multiple sets of 
different control variables to examine compounding effects of unexplored factors.    
Additional insights 
This dissertation’s main findings point to the vulnerabilities of children of 
immigrants in single- and cohabiting-parent families in certain circumstances and some 
positive effects of recent health policy interventions. However, it is also equally 
important to note that results are in fact quite complex across papers. Thus, additional 
nuance embedded in the results provides alternative ways to understand the findings in 
this dissertation. 
First, it is noteworthy that the health outcomes measured in this dissertation are 
based on parental reports. As such, one cannot rule out the possibility that reporting of 
these outcomes are biased by various factors including parental access to health care, 
subjective perceptions, and cultural factors. Families may be less aware of more 
complicated conditions and thus would be less likely to identify their children as being 
sick if they face barriers to access to and utilization of health care. This sort of bias might 
generate results like those reported in Chapter II, where children of immigrants across 
various family structures had lower rates of asthma. If present, however, this reporting 
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bias was not strong enough to result in lower rates of injuries that required medical 
attention, which were comparable for children of immigrants and children of U.S.-born 
parents. Future research should investigate if and for which outcomes bias impacts health 
reporting for immigrant parents and others facing similar barriers.    
Parents’ subjective appraisals may also affect reports of their children’s health, 
and this phenomenon could be especially important for immigrant families. For example, 
immigrant parents may consider their child’s mental or emotional health conditions to be 
part of their physical health (Escovar et al., 2018). So, the worse health outcomes 
reported among second- generation children at some points in this dissertation may be 
because they tend to experience higher rates of mental or behavioral issues than children 
in first-generation or U.S.-born families (Schwartz et al., 2011). It is also possible that 
parents in second-generation families may conclude that their children are in poorer 
health based on comparison to typical children from their home countries. This could be a 
reasonable assumption based on findings of cross-national research demonstrating that 
U.S.-born immigrant children tend to be in poorer health than children sharing similar 
ethnic background in their own home countries (Rio-Navarro et al., 2004). Thus, parents’ 
reporting bias based on subjective perceptions could make second-generation children 
look sicker than they actually are. However, there was also variability in second-
generation children’s health across the studies of this dissertation, thus additional 
research is required to better understand bias effects on health reports among second-
generation children. Future research may use more objective indicators of health or 
utilize professionals’ reports as an alternative. At the same time, it is also possible that 
168 
 
 
the risks and protective factors that characterize children of immigrants in different 
immigrant generations and family structures might affect the health outcomes examined 
in this dissertation in varied ways. Thus, future research should continue to identify such 
factors and under what circumstances they affect health.  
Another important finding of this dissertation is that CHIPRA likely reduced gaps 
in health insurance coverage by nativity and family structure. However, eligibility 
expansion was not associated with improved utilization of health care services or 
improved health status among children of immigrants living in single- or cohabiting-
parent families. This is concerning because Medicaid and CHIP policy operates to some 
extent through the provision of coverage to affect health care utilization (Graefe et al., 
2015). Given the context, the findings might reflect that the policy changes implemented 
by CHIPRA might not necessarily be sufficient to remove barriers related to utilizing 
health care services, such as linguistic barriers, unfamiliarity with the U.S. health care 
system, and limited support for parenting embedded in unmarried-parent families. 
Consequently, the unchanged rates of health care use might have led to the minimal 
impacts on health status reported in Chapter III. As these findings illustrate that 
expanding health insurance coverage itself may not be sufficient to create better health 
among vulnerable immigrant children, additional policy interventions may be warranted 
in order to link improved health insurance coverage to actual health care use. Hence, it is 
crucial for future research to identify the specific challenges in utilizing routine care 
services and obtaining public health insurance coverage among vulnerable immigrant 
families. This work would contribute to identifying more effective directions for future 
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policies.  
Some of the findings in this dissertation point to better outcomes for children of 
immigrants living with married parents. This finding in turn provides multiple directions 
for future interventions to improve the wellbeing of children of immigrants in unmarried-
parent families. One targeted intervention could be preventing the breakdown of family at 
the immigration policy level. U.S. immigration policy currently has a contradictory 
stance on immigrants; it admits immigrants based on marriage and family status (Center 
for Immigration Studies, 2007), while a series of immigration laws enacted since 1990s 
have increased the number of single-parent families through deportation of family 
members (Dreby, 2012; Hagan, Eschbach, & Rodriguez, 2008; Suarez-Orozco, 
Todorova, & Louie, 2002). Thus, immigration policies which disrupt an intact family unit 
may actively increase the vulnerability of immigrant families. 
Another way to intervene rather than focusing on the prevention of family 
dissolution is to better accommodate the needs of single- and cohabiting-parent families 
among immigrants. In the past 40 years, changes in family structure have accelerated, and 
single- and cohabiting-parent families are increasingly prevalent (Thomson & 
McLanahan, 2012). Now, over 40% of all American children are expected to spend some 
portion of childhood in an unmarried-parent family (Martin et al., 2015). Although policy 
and programs designed to increase rates of marriage have been somewhat successful on a 
small scale (Amato & Maynard, 2007), given national and international trends (Chamie, 
2017), it seems reasonable to assume that many children will continue to be live outside 
of married-parent families.  
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Therefore, policies and services that provide support for a wide spectrum of 
family structures would enhance wellbeing among vulnerable immigrant families as an 
effective alternative intervention. Scrutinizing the protective characteristics of married-
parent immigrant families could reveal potential interventions to limit the compounding 
of disadvantage experienced by children of immigrants in other family types. As shown 
in this dissertation, family structure and immigrant generation were often associated with 
child health outcomes even after controlling for household income. Thus, instead of 
income support, policies, service, and program interventions, offering education and 
assistance in parenting, and that promote parent-child interaction quality, stable parental 
involvement, and close kin support might be better options. Out-of-home intervention 
policies could also counterbalance the factors that limit access to health care and pose 
risk for worse health for children of immigrants. These might include increased quality 
and accessibility of child care, provision of health and health care education, delivery of 
home-visit health clinics, and preparing culturally competent social workers and public 
health workers that connect such services to clients. Last, eliminating the Medicaid/CHIP 
eligibility restrictions based on immigrant status appears to have had positive effects for 
the wellbeing of children of immigrants as identified in Chapter III. Thus, lifting the 
immigrant status restrictions imposed by the ACA in obtaining coverage from the health 
insurance exchange and eliminating multi-layer verification of citizenship and 
immigration status in the marketplace system (Kenney & Huntress, 2012; Schwartz 
&Brooks, 2016; Zuckerman, Waidmann, & Lawton, 2011) may extend coverage to even 
more children of immigrants in single- and cohabiting-parent families.   
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Implications for Social Work 
 Social work programs, interventions, and research have tended to neglect 
children of immigrants in cohabiting- and single-parent households and their health and 
access to care, despite their familial, social, and institutional barriers. As this already 
sizable population continues growing, empirical evidence on their health and access to 
care is urgently needed for society to both keep children healthier and to prevent 
increases in health care and social costs. Although this group is at risk for negative health 
and reduced access to care, little information is available about their health and health 
care. Hence, social work is obligated to promote awareness of this population and their 
health and access to health care among policy makers, scholars, and organizations to 
prepare for future health and social welfare policy reforms and social services 
intervention. In this light, the findings of this dissertation hold important implications for 
social work. 
Implications for social workers 
 The findings of this dissertation may encourage social workers to be culturally 
competent and knowledgeable about the impact of family structures on child outcomes 
among immigrant families, and health and health care outcomes in particular. In the 
health domain, it will be important that social workers are aware of the health 
vulnerabilities embedded in cohabiting- and single-parent families among second-
generation children and use their knowledge to improve children’s health outcomes in 
professional practice settings. At the same time, social workers should be able to navigate 
social welfare policy and health policy, recognize the institutional barriers that impede 
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access to health care that their clients face, and customize program services according to 
the clients’ family arrangement and immigrant generation. Importantly, social workers in 
states without Medicaid/CHIP expansion for legally residing immigrant children might 
best serve uninsured immigrant children’s health care needs through effective case 
management until clients are no longer influenced by the policy restriction and become 
eligible for public program benefits. Social workers should also make efforts to 
accommodate immigrant single- and cohabiting-parent families in utilizing routine care 
checkups, such as providing transportation means or connecting families with medical 
home visits. It is imperative that future social workers come to understand the immense 
impact of the status of wellbeing and health of children of immigrants and the important 
role of family structure in addressing clients’ needs.  
Implications for social work organizations 
 The findings of this dissertation can be beneficial to community-based social 
work organizations in creating programs that reflect the particular needs of children of 
immigrants across different family structures, reducing the disconnect between current 
social welfare policies and clients’ health care needs. Local social work organizations 
could create health clinic programs that target children of immigrants regardless of 
citizenship status, giving extra attention to cohabiting- and single-parent families. 
Especially, social work organizations should be aware that states without Medicaid/CHIP 
expansion often have a rapidly growing immigrant population and do not provide state-
funded public health care benefits to non-citizen immigrant children (Artiga & Damico, 
2017). This trend may pose a problem in such states because they are unlikely to be 
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equipped with well-established health and social welfare systems, advocacy 
organizations, ethnic communities, or social supports for immigrants (Ortega, Rodriguez, 
& Bustamante, 2015). Thus, social work organizations in such non-expansion states 
should particularly focus on accommodating health and health care needs of children of 
immigrants in different family arrangements and ensure their needs for health care are 
met through vigorous outreach. This intervention would greatly benefit vulnerable 
immigrant families acknowledging evidence of lower rates of routine care use among 
children of immigrants in general compared to children of nonimmigrants produced in 
this dissertation.  
Implications for social welfare policy and health policy 
In the policy realm, this dissertation found that the wellbeing of children of 
immigrants in cohabiting- and single-parent families is strongly influenced by policy. 
Hence, the empirical evidence generated from this dissertation demonstrates that the U.S. 
needs policies that provide support for families across the wide spectrum of family 
structures and develop programs that support these families with multiple disadvantages. 
In order to counterbalance the risk of family structure and immigrant status, an 
intervention would need to target a family structure that has room for considerable 
improvement. Policy makers should consider adopting Medicaid/CHIP expansion for 
legally residing immigrant children in more states and ultimately all states regardless of 
the duration of residency in the U.S. Legislative advocacy can seek additional support for 
immigrant families in utilizing pediatric routine care services by adding funding and 
health care resources which would greatly help single- and cohabiting-parent immigrant 
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families. Policy makers must focus on challenging anti-immigrant policies that threaten 
the well-being and health of children of immigrants in promoting higher levels of access 
to health care for the children of immigrants.  
Implications for social work education and research 
Schools of Social Work should strive to incorporate children of immigrants into 
curricula, reflecting cutting-edge knowledge related to important determinants of 
wellbeing, such as family structure and immigrant generation. More specifically, 
coursework should cover knowledge about how institutional barriers, including policy 
restrictions and legal status issues, impede access to health care and deteriorate quality of 
wellbeing. Furthermore, coursework can offer an opportunity for critical thought on how 
to improve current social welfare policies and social work practices.  
Funding institutions ought to support research disseminating valuable knowledge 
on children of immigrants, given that the health and wellbeing of this group are 
understudied and underrepresented in the social work literature. Future research should 
be committed to preventing institutional exclusion of children of immigrants in the social 
welfare and health care systems. Especially, future research should examine the 
relationship between family arrangements among immigrant families and cognitive, 
educational, and mental health outcomes, of which little knowledge exists. Research 
based on longitudinal data may expand and contribute to the literature in health and 
health care fields.   
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Considering the Findings in the Current Political Climate 
Children of immigrants are living in an era where the more inclusive sentiment 
that was common in recent years and the anti-immigrant sentiment that currently 
dominates are colliding in the social and political environments. Formerly established 
policies and programs to address health care inequality between children of immigrants 
and non-immigrants are being challenged and restructured. The findings of this 
dissertation have practical meaning under this current political environment.  
This dissertation clearly demonstrates the efficacy of states’ decisions to expand 
Medicaid/CHIP eligibility under CHIPRA, which improved access to health care among 
children of immigrants in single- and cohabiting-parent families. Thus, the continued 
welfare of children in vulnerable immigrant families hinges on the persistence of such 
policy interventions. In a recent troubling development, however, Congress allowed 
funding for CHIP to expire in September 2017 and only finally agreed 114 days later to 
an extension of federal CHIP funding for six years (Kaiser Family Foundation, 2018). 
However, many states were at risk of exhausting their funding for CHIP by the first 
quarter of 2018 and were relying on temporary funding (Brooks & Alker, 2018). Many 
families living with low income in some states (e.g., Colorado) were asked to look for 
other sources for coverage and alarmed at the potential loss of CHIP (Lopez & Simmons-
Duffin, 2017). Although extension of the program has been finalized, the delay in long 
term federal financing for the program caused by the bipartisan debates showed that the 
long-term viability of CHIP inevitably depends on the political climate, which has 
implications for vulnerable immigrant families.  
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 Given the current context, the findings of this dissertation provide a timely 
rationale and justification to maintain and fully fund Medicaid and CHIP at the national 
level and to argue for participation of more states in eligibility expansion in order to 
continue improving the wellbeing of children of immigrants. As indicated in the findings, 
the expansion of Medicaid and CHIP eligibility significantly improved both public and 
overall health insurance coverage among children in vulnerable immigrant households. 
The expansion also contributed to promoting better physical and dental health among 
children of immigrants in general. Thus, findings of this dissertation suggest the real need 
to fund CHIP coverage beyond the six-year extension (Kaiser Family Foundation, 2018) 
and for all states to expand coverage to immigrants in the waiting period. 
Recent policymaking has also threatened the recent gains in insurance coverage 
for children of immigrants. Though efforts to repeal the Patient Protection and Affordable 
Care Act were ultimately not successful, the American Health Care Act and the Better 
Care Reconciliation Act proposed by the House and Senate Republicans both threatened 
to roll back extended coverage for legally residing immigrant children and their families 
(National Conference of State Legislatures, 2017).  These bills supported eliminating the 
optional eligible group for Medicaid coverage which includes children of immigrants in 
the 5-year waiting period (National Conference of State Legislatures, 2017). In addition, 
these bills also proposed making lawfully residing immigrants in the 5-year waiting 
period ineligible for marketplace coverage and premium tax credits for the health 
insurance exchanges currently offered under the ACA (National Conference of State 
Legislatures, 2017).  
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One might interpret such policy efforts as sending a clear message that noncitizen 
immigrant children and families are unwanted in the U.S. health care system. This series 
of proposals attempts to convince the public that such changes would improve the health 
care financing system (National Conference of State Legislatures, 2017). However, based 
on the findings of this dissertation, state expansions in eligibility made possible by 
CHIPRA to cover and support immigrant families under the 5-year waiting period 
improved overall and public insurance coverage. This inclusionary policy along with 
changes implemented by the ACA may also have been responsible for improved routine 
care utilization among some children in first-generation families, the group that most 
noncitizen immigrants belong to. The lack of access to health care can result in 
unnecessary medical costs due to complications from aggravated medical conditions and 
frequent use of emergency care, producing adverse physical and economic consequences 
for individuals and communities (Drummon et al., 2015). Thus, the idea of restricting or 
eliminating eligibility for immigrant families within the 5-year waiting period may be 
misplaced. Policy makers should likewise pay attention to the health care burdens created 
by the 1996 Welfare Reform (Derose, Escarce, & Lurie, 2007) when considering the 
exclusion of immigrants from the system.  
Concurrent to changes in the major health programs, a recent surge in 
immigration arrests increased the number of immigrants seized in the interior of the 
country (Pew Research Center, 2018). As the new administration is also considering a 
plan to separate parents from children who are caught entering the U.S. illegally 
(American Immigration Council, 2017), dissolutions of immigrant families may further 
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increase. Both deportation and the threat of deportation can tremendously harm children’s 
health (Zayas & Heffron, 2018). These actions by the Trump administration will most 
likely further reduce access to health care and health care utilization (Page & Polk, 2017), 
potentially counteracting the benefits of earlier interventions for children’s health. The 
increased immigration debate is already having effects on many immigrant families, 
resulting in decreases in eligible households’ participation in Medicaid and CHIP and the 
use of necessary health care for their children (Castaneda & Melo, 2014; Gomez & 
Castaneda, 2018). The findings of this dissertation, which suggest that children of 
immigrants in single- and cohabiting-parent families can be vulnerable to poor health and 
limited access to health care, further clarify the potential consequences of family 
separation and deportation of parents. Also, according to the integrated model used in this 
dissertation, restrictive policies that create an unsafe atmosphere to use health care might 
create an adverse cycle in which lower levels of health insurance coverage lead to 
underutilization of routine care, which ultimately produce negative health among children 
in vulnerable immigrant families over time. Considering this model, future work should 
examine the joint effects of immigrant status and family structure to document the health 
care experiences of children of immigrants affected by the constant threat to the right to 
family unity (Gomez & Castaneda, 2018) and to inform interventions that alleviate the 
negative effects of discriminatory immigration and health care policies on child 
outcomes.   
It is likely that the social and political environments will become more restrictive 
and hostile to children of immigrants and their families in the coming years. In the given 
179 
 
 
context, the policy and program recommendations suggested in this dissertation are 
unlikely to be immediately implemented. However, a key theme to be drawn from this 
dissertation’s examination of the combined impact of immigrant status and family 
structure among children of immigrants is the need for more inclusive policies and 
programs to be implemented in the near future. In this light, findings provide key insights 
and a platform to social workers, educators, and scholars to continue fighting for justice 
to end the social exclusion and invisibility of children of immigrants and their families in 
the U.S. health care system. 
Conclusion 
Due to the rapidly growing number of children of immigrants in the U.S., the 
nation’s health care system will soon reflect the status of health and access to health care 
of children of immigrants. Thus, there is an urgent need to identify key determinants of 
health and wellbeing of children of immigrants. The goal of this dissertation was to 
disseminate knowledge about the role of family structure among children of immigrants 
in relation to health and health care outcomes. The three papers that compose this 
dissertation contribute to the literature by identifying family structure as an important 
indicator of health that potentially alleviates or exacerbates access to health care and 
routine care use among children of immigrants. Although more research is needed to 
further validate the role of family structure as an important determinant of wellbeing 
among children of immigrants, the health and health care outcomes related to family 
structure implicate the need for a broader paradigm in the way that child outcomes and 
immigrant families should be conceptualized.  
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American society is witnessing historically high rates of access to health care and 
routine care use among its immigrant population, which aid the pursuit of optimal health. 
However, children of immigrants are subject to negative effects from heightened 
institutional oppression as well as to discrimination and racism in the community. These 
factors could alter their health and wellbeing and reverse the trend of increasing access to 
health care among immigrant families. In light of these considerations, family structure 
may have the potential to contribute to a wider scope of outcomes among children of 
immigrants beyond what this dissertation has examined. 
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